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LIFT THE 
DEPRESSION 


ie : 
: 


Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient’s responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 
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Nerv. System, 20:269, 1959. 2. G. C. Griffith, Clin. Med., 6:1555, 1959. 3. R. B. 
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new 


Librium, in 100-mg ampuls, is now 
available for parenteral administra- 
tion. Librium Injectable provides 
prompt symptomatic relief of alco- 
holic agitation, delirium tremens, 
hallucinosis, schizophrenic motor 
excitement, agitated depression, 
paranoid reactions and drug with- 
drawal reactions. The parenteral 
route may be preferred for rapid 
control of acute anxiety, hyperac- 
tivity, hysteria, phobia and panic 
reactions, or other acute emotional 
disturbances where oral adminis- 
tration is impractical. 

Consult literature and dosage infor- 
mation, available on request, before 
prescribing. 


LIBRIUM® Hydrochloride — 
7-chloro-2-methylamino-5-pheny!-3H-1,4- 
benzodiazepine 4-oxide hydrochloride 

fod 


LABORATORIES Division of Hoffmann-La Roche Inc. 


for rapid control 
of acute emotional | 
disturbances: | 


LIBRIUM 


injectable 
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for 
UNEQUALLED EASE 
OF OPERATION 


in 
A.C. SHOCK THERAPY 


SAFE 


The Mot-ac 11, provides the highest degree of complete electrical 
isolation, by far exceeding official code requirements, to assure the 
maximum in safe operation. 


EFFECTIVE 


Clinical results have been uniformly excellent. Side effects are auto- 
matically reduced. The MoL-ac 11 is acclaimed any by lead- 
ing physicians and institutions. 


AUTOMATIC 


The Mot-ac 11 provides a highest initial current to initiate seizure 
noc with an automatic reduction to safe low voltage in every case. 
stantly and automatically re-set for repeated treatments. With the 
ae 11, doctors report they are now certain of full seizure each 
treatment even with large doses of muscle relaxants. 


EASY TO USE 


Controls are simplified — one 3-position current intensity dial and 
one treatment switch. Just plug in ordinary AC current and the MoL-ac 
11 is ready for immediate use. The Mot-ac 11 has a handsome walnut 
case. Attractively priced at $100.00 complete with finest physician’s 
bag of genuine leather and attachments. 


DURABLE 


Ingenious design with only one moving part. Remarkable freedom 
from service requirement. 


Also available—Reiter Model SOS, the advanced, most effi- 
cient instrument combining the strongest convulsive UNIDIREC- 
TIONAL currents with powerful yet gentle sedative currents. 

(Many additional features included.) Literature on request. 


REUBEN REITER, Sc.D. 6s astm New YORK 36, N. Y. 


AN OFFICIALLY APPROVED INSTRUMENT 
WHICH HAS ALSO WON POPULAR APPROVAL. 
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*Some Bapiessed patients reaponcd within to 10 days, whe 


| underlying depress: i on others may to two Weeks or onger te obtain 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


ANTIDEPRESSANTS 


"TRANQUILIZERS 


“oa single agent (nat a combination of compounds 
© effectwe in all types of depression... particularly 
useful in depfegsed patients with predominant 

symptoms of anxiety and tension. 
may he tised in ambulatery or hospitalized patients 
netan amine oxidase (MAO) inhibitor 
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SYMPOSIUM ON DEPRESSION 


YMPOSIUM 


with Special Studies of a New 
Antidepressant, Amitriptyline 


A SCIENTIFIC MEETING 


INVESTIGATOR FINDINGS 


“Amitriptyline [ELAVIL] has a specific advantage over any anti- 

depressant currently available and | see increasing evidence of its 

| usefulness in reducing tension, agitation and anxiety, as well as 
in relieving the depressive quality of the illness. Amitriptyline 

| appears ... to combine better than any other antidepressant drug 
the successful treatment of anxiety at one end of the scale and 

| depression at the other. Experience in the past has shown us that, 
when using electroshock or analeptics, although depression can 

| be relieved, the accompanying anxiety eventually proves more 
troublesome than the depressive phase of the illness. Amitripty- 

| line successfully bridges these divergent symptoms which are 

| displayed in varying proportions in all depressive syndromes. 

| 

| 

| 
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DUNLOP, EDWIN: 
The treatment of 
depression in 
private practice. 


“... Approximately one hundred and twenty patients have been 
studied with amitriptyline during the last fifteen months. It is an 
effective antidepressant when employed in both hospital and 
ambulatory patients. Its dependability and freedom from toxicity 
and severe side effects merit further evaluation on a broader spec- 
trum of depressive disorders.” 


“In those cases showing a good response, early and dramatic 
Treatment of improvement in sleeplessness resulted and many patients noted 
depressive states a feeling of relaxation. The ability of some patients to reduce their 

night sedatives after only a month’s treatment was unique in my 


BENNETT, DOUGLAS: | 
with amitriptyline. | experience of the treatment of depression.” 


“Its primary action in hospitalized psychotics is antidepressive; 
this along with its very low rate of side actions make it a drug of 
potentially frequent application in a broad spectrum of neuro- 
psychiatric diseases.... Since a large part of any hospital popu- 
lation will reach a plateau if given only a tranquilizer or an ener- 
gizer, we suggest that amitriptyline alone be given prior to 
combination therapy, as this drug is easier and safer to administer 
and produces a significant improvement in a high percentage 
of cases (60-75).” 


SAUNDERS, JOHN C.: 
Antidepressives: the 
pith of affective therapy. 


OSTFELD, ADRIAN M.: 
Effects of an anti- 
depressant drug on tests 
of mood and perception. 


“Finally, it appears that amitriptyline in the doses employed here 
is relatively effective in depressed states of neurotic proportions. 
Its freedom from severe side effects in doses that are therapeu- 
tically effective seems established in this patient population.” 
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INVESTIGATOR 


FINDINGS 


AYD, FRANK J., JR.: 
Acritique of 
antidepressants. 


“Amitriptyline and imipramine induce similar side effects but, 
generally speaking, those of amitriptyline cause less subjective 
discomfort in patients than those of imipramine. 


“.. Many of the factors that favor a satisfactory response to these 
drugs are also those clinically associated with the expectation of 
a good reaction to ECT. The danger lies in their general slowness 
in taking effect which makes their use hazardous for severely 
depressed suicidal patients who, preferably, should be treated 
with electroshock therapy. Otherwise, these compounds can be 
a satisfactory substitute for shock therapy for most depressed 
patients. Thus, these drugs have lessened the need for ECT. On 
those occasions when ECT is necessary, if the shock therapy is 
combined with an antidepressant, ECT can be dispensed with 
after a few treatments.” 


COMPARISON OF THERAPEUTIC RESULTS 
WITH VARIOUS ANTIDEPRESSANTS 


IMPROVED PARTIALLY UNIMPROVED 
IMPROVED 


IMIPRAMINE 
NIALAMIDE 


——40 PHENELZINE 40 
ISOCARBOXAZID 


ISOCARBOXAZID —® 
AMITRIPTYLINE 3 30 
PHENELZINE 
ISOCARBOXAZID IMIPRAMINE 
IMIPRAMINE ——> 


|ALAMIDE 


— 20 20 
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INVESTIGATOR FINDINGS 


DORFMAN, WILFRED: “In evaluating the effectiveness of amitriptyline in all these dif- 
ferent settings, it was considered to be effective in 17 of the 25 


Masked depression. 
patients (68%).” 


FELDMAN, PAUL E.: “Compared to other energizer compounds, particularly the hydra- 

Psychotherapy and zines, amitriptyline appears to be relatively nontoxic. The labo- 

chemotherapy ratory reports for the most part remained within normal limits. 

(amitriptyline) Occasionally, abnormal readings were reported, but these 

of anergic states appeared only sporadically and were not related to any clinical 
findings.” 


INDICATIONS: manic-depressive. reaction—depressed phase; involutional melancholia; reactive depression; sctizo- 
affective depression; neurotic-depressive reaction; and these target symptoms: anxiety; depressed mood; insomnia; 
psychomotor retardation; functional somatic complaints; joss of interest; feelings of guilt; anorexia. May be used 
whether the emotional difficulty is a manifestation of neurosi¢ or psychosis,’ and in ambulatory or hospitalized 
patients.? 

USUAL ADULT DOSAGE: Tablets — initia) dosage. 95 to'50 mg. three times.a day, depending. on body weight, severity, 
and. clinica) disturbances. Dosage may be adjusted up ordown depending upon. the response of the patient. Some patients 
improve rapidly, although-many depressed patients require four to six weeks of therapy before obtaining antidepressant 
fesponse. For the anibitat ity patient the dosage range for Tabicts ELAVIL is 40 to. 150 mg. daily. In the hospitalized 
patient, a daily desage up 300 be requiyed. Injection ELAVIL may be given IM rapidly calm. depressed 
patients with symptoms of anxisty and tension wk = therapy of therapy is 2. 
to 3 cc, (20 : 

The natural. course of depression is often many in duration. it is appropriate continue mainte- 


nance therapy for at least ‘three months after the patient hes ochieved satisfactory improvement in order to lessen the 
possibility. of: felapse, which mey occur the depressive complete: the event of relapse, > 


“therapy with: ELAVIL may be: felnstituted. 

ELAVIL is nat monoamine oxidase {MAO} Bees, however, the action of MAO. 

inhibitors. Thus, in patierits: whe have been receiving WA int vitors, ELAVEL Should ‘be instituted cautiously after the 

effects of the MAO Inhibitors have dissipated. Ne. of jaundice, egraniiocytosis, or extrapyra- 
mida! symptonis has: been Side effects weit: EGAY!| scidom a prablem.and are not. berious. They are 
elated. and ean peversibie. Side Meats (crows ness, di ‘excitement, hypotension, fine 
‘Headache, Hearth. pers ration, when-they occur, are usually 
Howevergas with all Rew therapeutic agentéy obser ction Of patients wetemmended. As with other drugs 
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in depression 
forgreater 
emotional stability 
inthe aging patient 
Tofranil 


brand of imipramine 


During the declining years, frustration arising from 
declining capacity to participate in social and fam- 
ily activities often leads to depression, manifested 
frequently in unpredictable swings of mood.! 
The value of Tofranil in restoring the depressed 
elderly patient to a more normal frame of mind has 
received strong support from recent studies.}3 
Under the influence of Tofranil, such symptoms as 
irascibility, hostility, apathy and compulsive weep- 
ing are often strikingly relieved with the result that 
life becomes easier both for the patient and those 
around him. 

Since the dosage requirements of elderly patients 
are lower than those of the non-geriatric patient, 
Tofranil is made available in a special low dosage 


10 mg. tablet designed specifically for geriatric use. 
Full product information regarding dosage, side 
effects, precautions and contraindications avail- 
able on request. 


References: 1. Cameron, E.: Canad. Psychiat. A. J., Special 
Supplement 4:S160, 1959. 2. Christe, P.: Schweiz. med. 
Wchnschr. 90:586, 1960. 3. Schmied, J., and Ziegler, A.: Praxis 
49:472, 1960. 

Tofranil®, brand of imipramine hydrochloride: Triangular tab- 
lets of 10 mg. for geriatric use; also available, round tablets 
of 25 mg., and ampuls for intramuscular administration only, 
each containing 25 mg. in 2 cc. of solution (1.25 per cent). 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 
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Why Deprol is the first drug 
to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 


Bibliography (11 clinical studies, 764 patients) : 


® 

A A 1. Alexander, L. (35 patients): Chemotherapy of depression= 
Use of meprobamate combined with benactyzine (2-diethyl- 
ominoethy!l benzilate) hydrochloride. J.A.M.A. 166:1019, March 
4, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): 
Meprobomate and benactyzine hydrochloride (Deprol) as ad- 


benactyzine + meprobamate junctive therapy for patients with advanced cancer. Antibiotic 
Med. & Clin. Therapy 6:648, Nov. 1959. 3. Bell, J. L., Tauber, 


H., Santy, A. ond Pulito, F. (77 patients): Treatment of depres- 
sive states in office practice. Dis. Nerv. System 20.263, June 


aa? i. 7 1959. 4. Breitner, C. (31 patients): On mental depressions. 
Composition: Each tablet contains Dis. Nerv. System 20:142, (Section Two), May 1959. 5. Land- 
1 mg. 2-diethylaminoethy! benzilate man, M. (50 patients): Choosing the right drug for the 
400 mg. meprobamate. Konefal, S. H., Henken, B. $., Wood, C. A. and Ceresia, G. B. 
(128 patients): Treatmert of depression—New technics and 

ied: i -pi th . Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 
° e phrenia and senility. J. Am. Geriatrics Soc. , Aug. . 

Dosage: Usual starting dose is 1 tablet 8. Rickels, K. and tn, s. (35 ere: a depres- 
4 4 sive conditions. Dis. Nerv. tem 20:364, (Section One), Aug. 
q.i.d. When necessary, this dose may 1959. 9. Use 
be gradually increased up to bomate combined with benactyzine hydrochloride) in the 
* office treatment of depression. M. Ann. District of Columbia 


3 tablets q.i.d. 28:438, Aug. 1959. 10. Settel, E. (52 patients): Treatment of 


depression in the elderly with a meprobamate-benactyzine 
hydrochloride combination (Deprol). Antibiotic Med. & Clin. 
Therapy 7:28, Jan. 1960. 11. Splitter, S. R. (84 patients): The 
core of the anxious and the depressed. Submitted for pub- 
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ANNOUNCES THE FIRST SELECTIVE TENSITROPIC 


!am pleased to inform you of the latest development in our Company's continuing research 
for superior chemotherapeutic agents. 


Listica— a new and selectively different monocarbamate. Frankly, we would be hesitant 
about entering a field already crowded with good drugs were it not for the marked 
differences Listica presents. 


Listica is not ‘just another tranquilizer.” We, therefore, call it The First Selective Ten- 
sitropic. Here are the reasons why: 


New Listica allays tension/anxiety in as many as 89% of cases by selectively inhibiting 
impulses through internuncial pathways of the central nervous system. However, it does 
not affect the unconditioned response; thus, Listica does not induce apathy or impair acuity. 


The past three and one-half years of clinical studies have demonstrated the safety and 
efficacy of Listica in 1,759 patients. There have been no reports of contraindications, 
toxicity, habituation or serious side effects. 


One tablet q.i.d. is adequate dosage to allay tension/anxiety, maintain acuity, and promote 
eunoia*—"‘a normal mental state.’’ This simple, effective dose remains the same, even 
in maintenance therapy. 


We are sending you samples and published clinical reports on Listica. We will be happy 
to send you a copy of the first “Symposium on Hydroxyphenamate” on request. | believe 
you will find Listica a valuable addition to the arsenal of chemotherapeutics for combatting 
tension /anxiety in your practice. 


P,S.: Physicians who prefer generic names prescribe ‘‘Hydroxyphenamate, Armour.” 


LISTICA—Hydroxyphenamate, Armour. 


ARMOUR PHARMACEUTICAL COMPANY 


I S T I C A 


| 
| 
For patients suffering from tension/anxiety states, we are offering the medical profession | 


Robert A. Hardt, President 


*Stedman's Medical Dictionary. 


© 1961, A.P. CO, 
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Symbols of the Age of Tension/Anxiety 


TAX FORM TAX FORM 
XVE 


LISTICA by ARMOUR allays TENSION/ANXIETY... 

( AY maintains acuity... promotes eunoia*... 

facilitates somatic diagnosis and therapy 


‘ 4 


SELECTIVE TENSITROPIC 


lifts the facade of 
TENSION/ANXIETY 


maintains 
normal acuity 


enhances 
physician-patient 
rapport 


without known 
toxicity or 
contraindications 


without serious 
side effects 
or habituation 


with convenient 
dosage and 
availability 


LISTICA—Hydroxyphenamate, Armour. 


LISTICA 


New Listica allays tension /anxiety in as many as 89% of cases,?"!3 by selectively 
inhibiting impulses through internuncial pathways of the central nervous system. 
Whether the patient's tension/anxiety is psychosomatic or a complication of 
somatic disorder, Listica reduces or eliminates the excess impulsivity seen in 
tension /anxiety states. 


Unlike many drugs, Listica does not affect unconditioned response or normal 
motor activity. Thus, Listica allays tension and anxiety without inducing apathy 
or impairing acuity; patients are able to pursue normal activities, such as driving, 
reading, writing, etc., without interference from.drug therapy. 


As it removes tension/anxiety, fear and frustration, LISTICA PROMOTES EUNOIA*— 
“a normal mental state.” It bares the patient's true somatic condition, and facili- 
tates diagnosis and therapy. Patients are more tractable to concomitant drug 
therapy, respond better, faster. 


Listica is safe, as well as effective. Chronic studies!4 in rats (12 months) and dogs 
(6 months) were free of toxic manifestations at oral dosage levels as high as 200 
mg./kg./day (approximately 10 times the recommended human dosage). No mac- 
roscopic or microscopic changes in tissues, organs or blood indicative of toxicity 
were observed, even at doses up to 320 mg./kg. In humans, there have been no 
adverse blood, urine or cardiac changes; liver profiles were negative, and jaundice 
has not been noted. 


During three and one-half years of clinical study in 1,759 patients,?"}3 Listica has 
produced no serious side effects. Less than 4% of patients experienced any side 
effects, and these were invariably minor and transient. Most frequent (38 cases) 
was mild drowsiness, which disappeared after the first few days of Listica therapy. 
Habituation, cumulative effects, or withdrawal symptoms have not been noted, 
even in patients taking Listica as long as two years. 


One Listica tablet, q.i.d., is the recommended dosage. Listica is supplied in bottles 
of 50 tablets on prescription only, by pharmacies everywhere. Each tablet contains 
200 mg. of Hydroxyphenamate, Armour. 


References. 
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Experience with a New Tranquilizing Agent (Hydroxyphenamate). /bid; 5Alexander, L.: Effect of 
Hydroxyphenamate on Conditional Psychogalvanic Reflex in Man. Supplement to Diseases of the 
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Ibid; 13McLaughlin, B. E., Harris, J., and Ryan, F.: Double Blind Study Involving “Listica,"” Chlordi- 
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in depression { 
Nardil...“practical, 
efficacious, and safe 
...for general use...”" 


Effective in psychotic depressions and 
non-psychotic depressive states with less 
than 2% reported significant side effects 


Clinical studies show that Nardil is potent 
enough for the most severe depressive con- 
ditions and yet safe enough for the office 
treatment of mild depressive states. With 
Nardil, relief of depressive symptoms has 
been consistently reported in 70 to 80% 
of office patients and 60 to 70% of hospi- 
talized patients...with a less than 2% re- 
ported incidence of significant side effects. 
This excellent clinical history plus the 
added benefits of a simple dosage schedule 
and significantly greater economy make 
Nardil well suited for the treatment of most 
depressive states. 

Full dosage information, available on request, 
should be consulted before initiating therapy. 
*Sargant, W.: Brit. M. J., p. 225-227, (Jan. 28) 1961. 


., brand of phenelzine dihydrogen sulfate 
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Private Psychiatric Practice Since the End of World War II 
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During the fifteen years from 1945 to 
1960, 5,675 patients have been referred for 
neuropsychiatric diagnosis and treatment. 
During this same period the population of 
Nassau County, New York, increased from 
267,000 to 1,850,000 (693% increase). In 
1945 there were 547 practicing physicians in 
the County and only three qualified psychia- 
trists. During these 15 years, the practic- 
ing physicians have only increased to 1,650, 
from one every 488 of population to one 
every 1,121; but the number of psychiatrists 
has increased to 130, an increase of from one 
every 89,000 population to one every 14,230. 
Of the 130 psychiatrists, 42 per cent list 
themselves as doing psychoanalysis, al- 
though only three per cent limit practice to 
psychoanalysis; 32 per cent emphasize work 
with children and adolescents; 10 per cent 
do group therapy, and three per cent state 
that they use hypnotherapy; only 10 per 
cent state they are qualified to do neurology, 
and 24 per cent do shock therapy. 

Nassau County is a suburban district on 
Long Island, extending from the eastern 
boundary of New York City for about 16 
miles, and covering 274 square miles. A high 
percentage of the residents commute to New 
York -City to work. My office is almost in 
the center of the county and is about equi- 
distant from Long Island Sound on the north 
and the Atlantic Ocean on the south. The 
county is divided into three townships and 
has two cities, 64 villages, and 61 lesser com- 
munities. It has had the fastest growing 


population in America since World War II 
and almost every area is built up. A net- 
work of parkways, the Long Island Railroad, 
and bus lines make Garden City easily ac- 
cessible. Therefore, my referrals have come 
from every part of the county and even from 


the neighboring counties. There are 18 gen- 
eral hospitals in the county, but only three 
of these have facilities for psychiatric cases, 
with a total of less than a hundred beds. The 
600-bed County Hospital at first had 12 psy- 
chiatric beds, then increased to 52 beds, and 
now plans to increase to 70. Mercy Hospital 
took care of 25 psychiatric patients in 1960, 
and the North Shore Hospital plans to open 
16 psychiatric beds. There is only one, 20- 
bed, private psychiatric hospital in the 
county, but immediately outside the county 
borders there are three private psychiatric 
hospitals, four large State Hospitals, and one 
large Veterans Psychiatric Facility. 


Referrals 


In the first five years, physicians referred 
82 per cent of all the patients; the Veterans 
Administration, 3.4 per cent; the clergy, 0.6 
per cent; schools, 6.8 per cent; attorneys, 
0.9 per cent; and courts, 3.3 per cent. Only 
3 per cent were self-referred. By the end of 
the fifteen years, the referrals were as fol- 
lows: physicians, 48.7 per cent; dentists, 0.2 
per cent; Social Security, 16.3 per cent; the 
clergy, 1 per cent; attorneys, 2.1 per cent; 
courts, 0.2 per cent; and self-referred, 31.5 
per cent. 

Of the referring physicians, 75.5 per cent 
were general practitioners, 7.5 per cent were 
psychiatrists, 3.8 per cent were internists, 
2.1 per cent were pediatricians, 3.4 per cent 
were general surgeons, 1.7 per cent were 
orthopedists, 3.4 per cent were obstetricians 
and gynecologists, 0.8 per cent were GU spe- 
cialists, and the balance of 1.8 per cent were 
other specialists. 

It was evident that during the second year 
(1947) the large number of patients was due 
to veterans, since the Veterans Administra- 
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TABLE I 
Number Referred Each Year 
1946—418 1951—444 1956—347 
1947672 1952468 1957—318 
1948—358 1953—365 1958—333 
1949408 1954—296 1959—353 
1950—288 1955—343 1960—280 
TABLE II 


Percentage of Referrals for Each Month 
January 10.56 May 9.41 September 7.76 
February 6.42 June 8.09 October 8.25 
March 9.57 July 7.76 November 8.25 
April 8.58 August 7.76 December 7.59 


tion had not yet set up psychiatric clinics, 
and the number of psychiatrists in the 
county was far below the number required 
to care for the demand. It was in 1947 that 
I felt that an organization of psychiatrists 
should be established in order to facilitate 
the psychiatric work in the county. The 12 
psychiatrists practicing in this area were in- 
vited to meet on March 23, 1948, and the 
Nassau Neuropsychiatric Society was estab- 
lished. This later became the Third District 
Branch of the American Psychiatric Asso- 
ciation. Shortly after, the Veterans Admin- 
istration established its own facilities, and 
from there on most veterans who were un- 
der my care were referred by other physi- 
cians, or were self-referred. 


At the beginning, since there was a short- 
age of psychiatrists, the local courts made 
greater demand on my time than they did 
in the later years. Also, during the last five 
years the county jail and children’s shelter 
were moved a distance away, and too much 
travel time was consumed in making such 
examinations, so such referrals were dis- 
couraged unless the subject was brought to 
the office. 


In the first five years, the patients were 
referred primarily for treatment, or because 
the physician wanted to get rid of a chronic 
problem; while in the last five years, more 
cases were referred on a consultation basis 
and primarily for diagnosis. The result was 
that 35 per cent of the cases were referred 
for consultation alone. Since this practice 
has been neuropsychiatric, many of the cases 
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referred had organic pathology, and a com- 
plete neurological examination was done on 
12 per cent of the cases, An electroencepha- 
logram could have routinely been done, but 
because of the expense to the patient it was 
only done on 3 per cent of the cases. This 
was usually to confirm the diagnosis of ei- 
ther epilepsy or other cerebral pathology. In 
the first three years, many of the veterans 
were referred for diagnosis, and in the last 
three years, the New York State Depart- 
ment of Social Welfare referred cases on a 
consultation basis in order to determine the 
eligibility for disability payments under So- 
cial Security. 

Every psychiatrist is aware that often re- 
ferred patients do not appear for the initial 
appointment, and over the years, 7 per cent 
of the cases have not kept their initial ap- 
pointment, although most of these cases ap- 
peared later. 

The over-all average of patients referred 
was 44.95 per cent males, and 55.05 per cent 
females. There was some significance in the 
monthly referrals. 


TABLE III 
Sex of Referrals, Percentage Each Month 
Month M F Month M F 
January 39.1 60.9 July 44.7 55.3 
February 38.5 61.5 August 53.2 46.8 
March 53.4 46.6 September 42.6 57.4 
April 57.7 42.3 October 46.0 54.0 
May 42.1 57.9 November 40.0 60.0 
June 40.8 59.2 December 41.3 58.7 
TABLE IV 
Ages of All Referrais 
1-10 2 31-40 21 
11-15 5 41-50 
16-20 6 51-60 17 
21-30 17 61 up 15 


Over the 15 years, 8 physicians, 20 physi- 
cians’ wives, and 12 physicians’ children 
have been under my psychiatric treatment. 
Of all the referrals, 11.6 per cent were pro- 
fessionals, 16.7 per cent were in business 
and administration, 12.2 per cent were stu- 
dents, 28.9 per cent were housewives, 21.1 
per cent were in trades, and 9.5 per cent were 
laborers. 
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patients of Roman Catholic background have 
stated that they were advised to go to a psy- 


In 1946 the religious denominations of the 
individuals referred were 59 per cent Pro- 


chiatrist of Roman Catholic persuasion, and 


testant, 39 per cent Roman Catholic, and 2 


frequently at the time of referral, the pa- 


per cent Hebrew. At the end of the 15-year 
period, the referrals were 44 per cent Pro- 


tient inquired as to my religious background 


testant, 48 per cent Roman Catholic, and 8 after he had selected me because of my 


Although I am a Protestant, at dif- 


ferent times I have had assistants of Pro- 


per cent Hebrew, although there had been name. 
an increase in the number of psychiatrists 
in the county of Hebrew and Roman Cath- 
olic backgrounds. During the last few years, 


testant, Roman Catholic, and Hebrew back- 


ground, but it was evident that once the pa- 


TABLE V 


Diagnoses - Percentage for the Month and Year 
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tient entered therapy, the matter of religious 
background had little or no effect on the 
progress of treatment. Over the 15 years, 
there were only five Negroes, and 15 Chinese. 


Diagnoses 


There is significance in the percentage of 
referrals in each diagnosis per month. 

The breakdown of the diagnoses made on 
these patients has somewhat changed over 
the years. This change is shown in the fol- 
lowing table of percentages for the first five 
years and for the last five years. 


TABLE VI 
Diagnosis 1945-1950 1955-1960 
Depressive Reaction .................... 11.0 14.8 
Conversion Reaction .................... 11.5 9.0 
Obsessive - Compulsive Reaction 5.5 9.0 
Psychopathic Personality ............ 3.5 8.3 
Manic-Depressive Reaction ........ 6.5 3.4 
Schizophrenic Reaction ................ 16.0 22.4 
Senile and Arteriosclerotic Psy- 

Toxic Reaction (Alcohol, Drugs) 2.5 ce 
Organic (Tumors, Encephalitis) 0.5 5.3 
Injury: 1.5 0.9 


Therapy 


Although this practice has been oriented 
to psychoanalysis, it was essentially eclec- 
tic, and after the diagnosis was made, the 
treatment was fitted to the patient, rather 
than the patient fitted to the treatment. 
Some patients were referred for a specific 
form of therapy, and although I have always 
worked closely with the referring physician, 
I always reserved the right to decide on the 
treatment that I felt would be most effective. 
Where, in a few cases, the referring physi- 
cian had pre-determined the treatment and 
had remained adamant, I sent the patient 
back to him for his disposition. All diag- 
noses and recommendations were sent to the 
referring physician, if possible, the same day 
the patient was received, and regular reports 
were sent to the referring physician if the 
patient was continued under treatment. 
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Shock Therapy 


During the 12 years, 1947 through 1958, 
shock therapy was extensively used, but, 
during the last five years, since the introduc- 
tion of the ataractic and cerebral-stimulat- 
ing drugs, there has been a definite change 
in psychiatric technic. As shown by the fol- 
lowing figures, shock therapy has shown a 
rise and fall in my practice. This has been 
true in not only the number of patients re- 
quiring shock therapy, but also in the num- 
ber of treatments required to gain the de- 
sired result in each patient. 


TABLE VII 
Shock Treatments Given (7,929) by Year 
1946— 89 1951—677 1956—584 
1947—361 1952—833 1957—315 
1948—716 1953—561 1958—362 
1949—775 1954—647 1959—168 
1950—984 1955—658 1960—199 


While in the beginning, shock treatment 
was given to most depressed patients, in the 
last few years only patients who had not re- 
sponded to medications were given this 
treatment. In many cases, these individuals 
had been under the care of general practi- 
tioners who had tried out various drugs.and 
had finally referred the patient. Therefore, 
when patients arrived in the psychiatrist’s 
office, they were not willing to continue fur- 
ther medication and requested shock ther- 
apy. In many cases, three or four treat- 
ments were all that were necessary to relieve 
the extreme depression, or get over suicidal 
ideas, and they could then be carried on with 
medication or psychotherapy. 

Of the first one thousand patients treated 
with electroshock therapy (electroconvulsive 
therapy, electronarcosis, or minimum stim- 
ulus), 86 per cent recovered, 10 per cent 
discontinued treatment against advice, and 
4 per cent were not helped by the treatment. 
One man and two women, who were poor 
risks, died of heart failure during electro- 
convulsive therapy. Three patients, while 
under treatment, committed suicide. Four 
had spinal compression fractures, and two 
had fractures of the anatomical neck of the 
humerus. 
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TABLE VIII 
Average Number EST’s Required 


Cerebral Arteriosclerotic Psychoses .................... 9 
Obsessive-Compulsive Reactions 4 


An interesting aspect of shock therapy 
was the observation that schizophrenic per- 
sons show cyanosis during the convulsion, 
while the non-schizophrenics are apt not to 
so react. A prior diagnosis was found in 
error if cyanosis appeared and the diagnosis 
of schizophrenic reaction had not been made. 


Psychotherapy 

In analyzing the initial interviews, it was 
found that short term psychotherapy (less 
than 30 hours), was recommended in 32 per 
cent of the cases. This was usually on an 
authoritarian basis. Although I have used 
hypnosis for over 40 years, it was generally 
only used as a temporary measure and was 
not recommended as a therapy within itself. 
During the last five years, there has been a 
great resurgence of hypnotherapy, and much 
publicity has been given to this subject. Con- 
sequently, it was not infrequent during the 
last two years that patients requested this 
therapy to the exclusion of all others. While 
in the first five years, hypnosis was only used 
in one per cent of cases, in the last two years 
it has been applied in two per cent. The 
number of hypnotic treatments applied to 
each patient ranged from one to fifty. 

Of those carrying on in short term ther- 
apy, they spent on the average of 17 hours 
over a period of one to 24 months, the mini- 
mum being 11 hours, and the maximum, 27 
hours. 

Psychoanalysis 

Throughout these 15 years, psychoanaly- 
sis or psychoanalytic psychotherapy has 
been standard procedure and has taken up 
the greater part of my time. Of all cases 
referred, only 26 per cent were advised to go 
into psychoanalysis and followed through 
with such treatment. During my 36 years 


of psychiatric practice, it has been a cri- 
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terion that any patient who spent less than 
30 hours in therapy had not gone into analy- 
sis, as it was found that on the average, 
about 30 hours were required to establish a 
firm transference. 

In those going into psychoanalysis, the 
time spent averaged 89 hours, the minimum 
number of hours being 30 during 8 months, 
and the maximum number of hours being 
309 during 70 months. This was not con- 
sistent as in exceptional cases only 70 hours 
were spent in 159 months, the longest pe- 
riod of therapy. 

In the beginning of the 15 years, I prac- 
ticed 60 hours or more a week, but in the 
last five years, I have limited myself to 44 
hours. Of this week, 59 per cent of my time 
has been spent in analytic hours. These 
analytic cases necessarily are continued from 
year to year, and consequently at the begin- 
ning of each year, many cases were carried 
over. There were also cases from previous 
years who returned for treatment. 


TABLE IX 
Per Cent of Continuance or Return 
HVE 6.43 November .............. 1.34 
PURE? December 1.61 


It is difficult to evaluate in general terms 
the success of psychoanalytic treatment, but 
just as patients who receive medication or 
shock therapy may relapse after a period of 
months or years, so patients who have been 
under psychoanalysis have discontinued and 
then returned some months later to resume 
treatment. The question always arises as 
to whether one can say that any psychiatric 
patient is permanently cured or stabilized, 
but certainly over these 15 years the major- 
ity of the patients has made an adjustment 
which was satisfactory to themselves and 
their environments. Of the 1,479 persons 
undergoing psychoanalysis, 75 per cent made 
such an adjustment. 


Group Therapy 


For most of my psychiatric career, I have 
used group psychotherapy, either in authori- 
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tarian group or analytic group. During the 
last eight years, I have had analytic groups 
in continual session. 


Each analytic group is composed of eight 
to ten persons of mixed sexes and different 
ages, and each session is for a full two-hour 
period once a week. In the beginning there 
was only one group but because of the de- 
mand it was necessary to increase to four 
groups a week. 


These patients were not allowed to join 
the analytic group without a period of indi- 
vidual psychotherapy. At least ten hours 
were required in private session in order to 
establish adequate rapport and understand- 
ing. All patients undergoing psychoanalytic 
psychotherapy were urged to join group psy- 
chotherapy after the first few months in 
order to help resolve the transference neu- 
rosis. On joining an analytic group, each 
person signed a pledge not to discuss mem- 
bers of the group with anyone cutside; the 
group and members were only mentioned by 
given names. 

Of the patients referred, about four per 
cent were put in analytic group psychother- 
apy but 12.5 per cent of those receiving other 
forms of psychotherapy were followed up in 
group therapy. The oldest group has had 
415 sessions, and the longest time that any 
one patient has remained in group has been 
256 sessions. 


Bibliotherapy 


In order to expedite therapy, bibliotherapy 
has been used over the years. Early in my 
career, I used pamphlets and reprints of my 
articles, and, in order that there would be 
no conflict in the philosophy of treatment 
used, I published two books as prescription 
items. The first, published in 1946, The 
Drama of Sex, outlines normal sex practices 
and was prescribed wherever lack of sex 
knowledge was evident. In 1956, Understand- 
ing Human Behavior was published and was 
required reading for all those joining group 
therapy. It also helped to expedite therapy 
in other forms. In this book, not only is the 
basis of personality discussed, but also diag- 
noses and the various forms of therapy. 
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Drug Therapy 

During the last six years, drug therapy 
has been on the increase, either alone, or 
in conjunction with shock therapy or psy- 
chotherapy. Of all the patients referred, 16 
per cent received one or more of the drugs. 
Most of the patients before referral had 
been on drugs for extended periods. 

Of the drugs the ones I have used most 
have been Serpasil, Thorazine, Stelazine, 
Frenquel, Miltown, Deprol, Nardil, Tofranil, 
and Ritalin. Previously to the availability 
of these drugs, Dexamyl was frequently used. 
Most of the other tranquilizers and stimu- ~ 
lators have been tried but have shown no 
advantage over the above preparations. For 
sleep, an occasional Seconal or Tuinal has 
been given, but never for more than five 
doses. 

Non-psychiatric practitioners have been 
prone to continue psychoneurotic or psy- 
chotic patients on sedatives such as barbi- 
tals long beyond their usefulness. This con- 
tinuance leads to over-dependence on the 
drug and thus complicates the psychopathic 
findings. Since the introduction of the so- 
called tranquilizers and stimulators, these 
practitioners have tended to underdose and 
to continue the medication indefinitely. This 
ineffective therapy may do more harm than 
good. Medication alone does not give the 
patient insight. It needs to be associated 
with psychotherapy. 


Hospitalization 


During the first five years, three per cent 
of the patients were hospitalized. Most of 
these cases could not be managed at home 
and the family demanded the patient’s com- 
mitment. In the last five years, the percent- 
age of hospitalizations has been less than 
one per cent, but over the fifteen years, there 
have been seven suicides, 0.12 per cent, 
which means that perhaps these patients 
should have been hospitalized, as they were 
not properly supervised at home. 

Once my patient was committed to an insti- 
tution, I did not follow up on the treatment, 
leaving the therapy to the hospital staff. On 
release, many of the patients returned to 
me for follow-up. 
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During the past 15 years, repeated efforts 
have been made to get the local general hos- 
pitals to establish facilities for the care of 
psychiatric patients, The County Hospital 
was the only general hospital in the county 
after World War II which had any psychi- 
atric beds and these were inadequate for the 
needs. Fortunately, additional psychiatric 
beds are now being made available. Many 
acute psychiatric patients need hospitaliza- 
tion only for a week or two and are then 
better off at home under ambulatory treat- 
ment. 


Finances 


In private psychiatric practice, financial 
arrangements with the patient are obviously 
important, and as a therapeutic tool may be 
especially significant in psychoanalytic cases. 

Following the war, with a shortage of 
psychiatrists and a lack of psychiatric clin- 
ics, it was reasonable that the referrals at 
that time were more apt to be in the low in- 
come brackets, or even indigent. In fact, it 
was very evident that some of the patients 
were referred by physicians who had had 
them for long term patients, and that quite 
possibly.the patients were referred in order 
to get rid of them. No patient was refused, 
whether able to pay or not, and in the first 
few years, large amounts were carried on 
the books. Also during this early period, 
very few of the patients were covered by any 
form of insurance. After the war, contracts 
were made with the Veterans Administra- 
tion to give psychotherapy on the basis of 
ten dollars for a 45-minute period. Also, be- 
cause of the lack of psychiatric facilities, for 
several years a low-cost service was main- 
tained in which the charge for low income 
patients was five dollars for shock or a 45- 
minute examination or psychotherapeutic 
hour, 


During the first five years my basic charge 
was fifteen dollars for a psychiatric hour 
and shock was charged at fifteen dollars a 
treatment. In order to maintain my sched- 
ule, it was necessary to work long hours, 
seven days a week, no holidays, three days a 
week from 8 a.m, to 11 p.m., and 8 a.m. to 
6 p.m. the other three weekdays, with 9 a.m. 
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to 2 p.m. on Sundays. I had no vacation 
during the first five years. Fortunately, the 
situation changed, and more psychiatrists 
came into the area, along with the establish- 
ment of 17 public psychiatric clinics. I re- 
duced my hours of work to a maximum of 44 
per week and a vacation each year. I in- 
creased my fees to $20.00 an hour, and the 
charge for shock and electroencephalograms 
was increased to $25.00. As the situation 
further improved, I increased my fee to 
$25.00 for the psychiatric hour, and shock 
to $35.00. Office visits of less than 15 min- 
utes were $5.00, but I continued electroen- 
cephalograms at $25.00. 


Various insurance plans have helped pa- 
tients with their bills. The insurance plans 
have become increasingly popular, and 49 
per cent of my patients stated they carried 
insurance which partly covered the bills. The 
Social Security Administration and the 
Workman’s Compensation Board allow a fee 
of $20.00 for consultation. During the last 
three years, nine per cent of my cases have 
been covered by social agencies. The Veter- 
ans Administration referred no cases in the 
last ten years. Obviously, over the years, 
because of the availability of public psychi- 
atric facilities, and my charges, indigent 
cases and low income patients have dwin- 
dled. 


The following chart shows the total busi- 
ness done and cash received each month on 
a percentage basis. In the last seven years, 
the differential between business done and 
cash received was less than two per cent. It 
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is interesting to note that the busiest months 
were March and October, and the lightest 
was September, while there were certain pe- 
riods of the year when payments were most 
apt to be made. 


Summary 


1. During the 15 years after World War II 
the concentration of psychiatrists has in- 
creased from 1:89,00 to 1:14,230 population 
in Nassau County, N. Y. 

2. In these 15 years, 5,676 patients were 
referred for diagnosis or treatment; in the 
first five years, 82 per cent were referred by 
physicians and only 3 per cent were self-re- 
ferred, while in the last five years, about 49 
per cent were referred by physicians and 
31.5 per cent were self-referred. January 
and May were the months of most referrals. 

3. Of all referrals, 44.95 per cent were 
male, and 55.05 per cent were female. The 
highest percentage of males was referred in 
March, April, and August, while the females 
were in the majority in January, February, 
and November. Of all these patients, 55 per 
cent were between the ages of 20 and 50. 

4. The highest percentage in the diag- 
noses was 34 per cent schizophrenic reaction 
in August, although the over-all percentage 
for this diagnosis was 23 per cent. The next 
highest diagnosis was depressive reaction in 
September, at 25.6 per cent, with an over-all 
percentage of 14.5 per cent. But in the first 
five years, anxiety reaction accounted for 
38.5 per cent. 

5. Electroshock therapy is still an effec- 
tive modality but with the introduction of 
the tranquilizers and energizers, its need has 
been reduced. Of those needing shock ther- 
apy, 86 per cent recovered following this 
treatment, 

6. Psychotherapy is essential in psychiat- 
ric practice. Brief psychotherapy of less 
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than 30 hours was used in 32 per cent, hyp- 
nosis in 2 per cent, and psychoanalysis in 26 
per cent. Of the 1,479 patients undergoing 
psychoanalytic therapy, 75 per cent were 
considered well adjusted after an average of 
89 hours. 

7. Group therapy is a helpful technic and 
was used as a follow-up for 12.5 per cent of 
the individuals in psychotherapy. 

8. Less than one per cent of the patients 
needed hospitalization, and only 0.12 per cent 
of the patients committed suicide. 

9. The differential between business done 
and cash received was less than 2 per cent, 
and the busiest months were March and Oc- 
tober, while the lightest month was Sep- 
tember. 


233 Stewart Ave., Garden City, N. Y. 
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Adolescents in Distress 


Therapeutic Possibilities of Lobotomy 


WALTER FREEMAN, M.D., PH.D. 


Adolescence is not only a period in life but 
also a state of mind and that state is usu- 
ally one of self-scrutiny and upwelling anx- 
iety. A certain amount of anxiety is good 
for a boy or a girl, in the same way that a 
certain amount of fleas is good for a dog— 
keeps him from thinking about being a dog. 
But immoderate anxiety can be harmfully 
disturbing to the adolescent and can lead not 
only to helplessness but to a variety of 
symptoms both physical (psychosomatic) 
and mental (psychotic). It is this type of 
anxiety that responds favorably to frontal 
lobotomy, the change in personality being 
usually in the right direction with better 
chances of rehabilitation. 

This study is concerned with seven pa- 
tients operated upon during adolescence in 
the past five years. One is hospitalized be- 
cause of alcoholism and promiscuity; one, a 
gypsy, dropped from sight, and the only con- 
tact was a letter a year later from his draft 
board in Tennessee. The other five patients 
are making variable adjustments at home 
and at school. They all suffered from the 
paralyzing type of anxiety and were truly 
adolescents in distress. Only one had re- 
ceived ‘adequate’ psychotherapy, three 
years in Langley Porter Clinic. 

The purpose of this report is not to cast 
doubt upon the efficacy of psychotherapy in 
the average case, but rather to direct an en- 
tering wedge of doubt at the opinion com- 
monly held that psychotherapy is the only 
modality of therapy available for adoles- 
cents in distress, Progress in science comes 
about as the result of doubt, that kind of 
doubt that is dissatisfied with current con- 
cepts and which leads to further exploration. 

A secondary objective of this paper is to 
enter another wedge of doubt, constructive 
doubt, into the opinions commonly ex- 
pressed, that lobotomy kills the soul, con- 
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verts the patient into a robot, changes a 
functional disorder which is potentially re- 
coverable into an organic one from which 
there can be no recovery, and alters the per- 
sonality so greatly that the patient can never 
thereafter function adequately in society. 


Once the possibility is acknowledged that 
a change in personality is the sine qua non 
to help a chronically distressed adolescent 
to mature, the therapeutic potentialities of 
lobotomy can be examined with an intelli- 
gently critical attitude, unhampered by im- 
mediate rejection, or by a decree from above 
such as happened in the Soviet Union a dec- 
ade ago. The following case reports should 
be assessed according to the principle of 
double effect: What has the patient gained 
or lost by operation and what has Society 
gained or lost in the process of this person- 
ality change? Then the hypothesis can be 
examined as to whether some other treat- 
ment would have resulted in an equal or 
greater benefit to the individual and to So- 
ciety. 


Case Histories 


Case 1: R.C., a 21-year-old boy, was precocious, 
learning the alphabet in one day and reading chil- 
dren’s books at the age of 6. Compulsive behavior 
was noted at the age of three years. His odd be- 
havior at school won him only torments. He en- 
tered Langley Porter Clinic at 15 and reportedly 
was allowed to spend half the day in bed. He en- 
tered psychotherapy willingly enough but easily 
became confused by the different approaches of sev- 
eral therapists. His scruples became more fixed, his 
attitude toward members of his family became more 
hostile and he gave play to his feelings of inade- 
quacy and sensitiveness. After three years at 
Langley Porter and another six months at home 
he was admitted to Agnews State Hospital in June 
1959. There he had more time to fantasy and to 
cultivate his anxiety. His stereotyped phrase: 
“I’m doing the best I can” seemed to indicate his 
attitude of helplessness. A course of 40 electro- 
shock treatments brought only fleeting relief from 
his distress. 

R.C. underwent transorbital lobotomy at Doctors 
General Hospital in San Jose on January 20, 1960 


555 
4 
P 
| 
| 
| ig? 
| 
| 
| 
| 
| 
| 
| 
| 
} 
| 
| 
| 
| 
{ 
| 
{ 
| 


556 


without incident. He returned home on the third 
day. For some weeks he was indolent but the ex- 
pected sarcastic, abusive and intransigent ‘‘echo” 
period failed to materialize and in two months he 
was alert and cheerful, helping about the house and 
garden, and getting along better with his younger 
brother. His feelings were less easily hurt and he 
seemed less self-conscious. He continued his strict 
religious observances, but also made more social 
contacts. He is now in a period of rehabilitation at 
Goodwill Industries. Thus, within a year after 
transorbital lobotomy, this young man has made 
more progress, socially, than in the preceding ten. 


Case 2: R.W. quit school at the age of 14 when 
he became progressively preoccupied with halluci- 
nations, feelings of depersonalization, thought con- 
trol and “guineapigging.” He was admitted to 
O’Connor Hospital, San Jose, at the age of 17 ina 
dazed state, fearful that his heart was affected, that 
he was going to die. The voices talked about Com- 
munism, God and the Devil, and suggested indecent 
actions to him. He felt that he couldn’t go on. He 
realized that he was mentally sick. 

Transorbital lobotomy was performed at Herrick 
Memorial Hospital, Berkeley, April 3, 1956. He was 
discharged home on April 5 and a week later was 
described as “‘slow, ornery, late and lazy.” He was 
treated at Agnews State Hospital for about two 
months during the “echo” period when his behavior 
at home became intolerable, but since then has 
stayed at home. He plays the banjo, is cheerful 
and talkative, does some drawing, but lacks per- 
sistence in finding or holding a job. In May 1958 
he suffered a convulsion. The hallucinations and 
morbid thoughts have not recurred and he seldom 
dreams. 

This young man shows a defect state that has 
persisted nearly five years. It is still too soon to 
say that he will never earn his keep. The question 
may well be asked whether this defect state is the 
result of operation or of the underlying disease. The 
question seems academic, however, in the sense that 
the usual course of an adolescent experiencing hal- 
lucinations at the age of 14 is hospital-bound. 


Case 3: C.C. was 14 years old when operated upon 
at Herrick Memorial Hospital, Berkeley, on January 
24, 1958. She was in the eighth grade, had done 
well with her studies until November but did not 
join in social or athletic activities. For the preced- 
ing six months she had become progressively se- 
clusive. Her mother had a schizophrenic breakdown 
when Carol was six years old and is on a chronic 
ward at Agnews State Hospital. Carol became ex- 
cited at school on December 11, paced the halls 
talking loudly and went to the nurse who took her 
home. In the following days Carol alternated be- 
tween excitement and stupor. “I felt like my head 
was stretching out somewhere else—like it had a 
hemorrhage and I was going to pass out.”’ During 
the examination Carol repeatedly expressed ideas 
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of dying, with contortion of the face and obvious 
distress. The pulse ranged from 124 to 160 and the 
pupils were maximally dilated. The panicky state 
continued in spite of promazine 0.6 a day. 

To meet the crisis I administered intensive elec- 
troshock therapy, five the first day, four the second 
and three the third. On returning to consciousness 
her first connected words were: “I want to go home. 
I’m so afraid. I want to get out of here.” To deal 
with this uncontrollable anxiety I performed trans- 
orbital lobotomy and discharged her to her grand- 
mother’s home two days later. Within two weeks 
she was helping with the housework, hemming nap- 
kins and looking after herself. Only once was there 
a brief panicky spell accompanied by hyperventila- 
tion. She was cheerful and energetic. She returned 
to school in February, lost no time and did reason- 
ably well in her studies. More than that, she be- 
came lively and sociable, curbed her appetite. Carol 
is now 17 and a sophomore in high school, getting 
better marks than ever. She has two or three boy 
friends and is straightforward and pleasant with 
them. Her grandmother states that Carol is not 
showing the disagreeable traits that so many high 
schooi girls show at her age. She participates in 
athletics. 

This girl’s personality has undoubtedly been 
changed by lobotomy. The operation abolished in 
dramatic fashion her distress, and with it the so- 
matic preoccupations and reverberations. Once the 
anxiety was relieved a lively and friendly personal- 
ity emerged. 


Case 4: A.W. was 18 years oid when lobotomized 
in March 1956. As a small child she was preco- 
cious in music and did well up to the second grade. 
Then her parents separated. She was emotionally 
upset at that time and failed in her school work, 
never learning to read or write. She was exception- 
ally sensitive to noise, yelling when the vacuum 
cleaner was working. Her domestic accomplish- 
ments were limited to making coffee and boiling 
eggs. She dropped so many dishes that she was 
given plastic articles. She was careless in dressing, 
seldom bathed, and allowed her hair to straggle. 
She had no friends. Rages were frequent when she 
was disturbed. Even as a small child she had re- 
sisted cuddling. 

She admitted talking to herself in the mirror; she 
felt she could project her thoughts, that people 
were looking at her and talking about her. She ex- 
perienced feelings that the walls were closing in on 
her. Once she heard her name called when nobody 
was around. 

During the examination she alternated between 
alarm and indifference. She discussed her symp- 
toms candidly, depreciating herself as stupid, but 
with an alertness that belied her supposed mental 
deficiency. She was unkempt and dirty. 

Transorbital lobotomy was performed at Herrick 
Memorial Hospital, Berkeley, on April 3, 1956 and 
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she returned home two days later. Her adjustment 
at home was worse than anticipated. The girl neg- 
lected herself and the household chores, smoked 
incessantly and talked endlessly on the telephone. 
She wet the bed at times and showed no shame. She 
flared up in anger, Swearing on slight provocation. 
She left home for hours and refused to tell where 
she had been. She was momentarily contrite when 
severely criticized by a boy friend. Finally her be- 
havior necessitated her admission to Agnews State 
Hospital in July. At first she did not participate 
even in the simple ward routines. Later she worked 
in the dining room and began taking more interest 
in her personal appearance. By the year’s end she 
was discharged to her mother’s care. Things went 
from bad to worse. She drank and consorted with 
men, stole money and cigarettes, lied, resented any 
attempt to socialize her. Finally in November 1958 
she was recommitted to Agnews State Hospital, 
having been taken into custody as a vagrant. She 
was shifted to various wards. When seen in De- 
cember 1960 she was clean and strikingly made up. 
She was vivacious and quite frank about her life at 
home. She said that it was boredom that drove her 
to the bars, and that only when she was drunk could 
she endure sex relations, but it often happened. She 
is doing fifth grade work in the school at the hos- 
pital. 

Socially, this young woman has exchanged a life 
of inner turmoil for one of easy self-expression, with 
release of inhibitions to the point of being a menace 
to the community. In the hospital, however, she 
has a facile, outgoing manner that is agreeable to 
the bedridden patients on the ward where she 
works. With the fantasy life eliminated by lob- 
otomy she is dependent upon the small community 
of the hospital for her stimulation. She has not 
yet reached the point where she can take responsi- 
bility for keeping out of trouble in the larger com- 
munity outside the hospital. When I told her I 
thought the lobotomy was a failure she bridled, say- 
ing that it had rescued her from the downward path 
and that it only remained for her to settle down 
and reestablish herself. A large order. 


Case 5: D.W. was 18 years old when lobotomized 
at Doctors’ General Hospital, San Jose, September 
11, 1959. He was described by his mother as al- 
ways sensitive, a crybaby. He quit school at 15, 
stayed at home helping with household chores and 
tinkering with a jalopy; but he was afraid to go 
beyond the front door. He experienced panicky 
feelings with numbness of the hands, epigastric 
distress, diarrhea and tachycardia. He withdrew 
progressively, staying up late at night and spend- 
ing most of the day in bed. Depression and thoughts 
of suicide preoccupied him. He spent the months 
from February to June 1959 in Agnews State Hos- 
pital, benefiting briefly from interviews with a psy- 
chologist, but worsening after shock therapy that 
terrified him. He indulged in fantasies of killing 


his mother and dynamiting his home. Under so- 
dium amytal he spoke freely of his resentment to- 
ward his mother for nagging him but at the same 
time recognized his need for her. Carbon dioxide 
inhalations failed to bring about an abreaction. 
After three months of effort he was again slipping 
back into his seclusiveness and hostility. Tran- 
quilizers depressed him and he liked sodium amytal 
too well. 


For two weeks after transorbital lobotomy he was 
meek, lazy, hungry and sleepy. Then he became 
more aggressive and hostile. He was more friendly 
outside the home and took girls out in his car. He 
had a few temporary jobs and groomed himself bet- 
ter. He had brief periods of uneasiness but no 
panicky feelings. His principal handicap is impa- 
tience and irritability. In brief rages he has broken 
doors and dented his car. He is still unable to ac- 
cept orders gracefully and hence has held no job 
for long. 


This young man is no great asset at home; never- 
theless he is no longer troubled with morbid 
thoughts and his outbursts are not followed by sulky 
spells. He has undoubtedly profited from relief of 
his distress and society is probably the better since 
he would very likely have had to return to the hos- 
pital. 


Case 6: H.D. was lobotomized at the age of 12 
on December 16, 1960, hence is still (January 1961) 
in the early stage of social convalescence. His 
mother died of cancer when he was five years old. 
Shortly before her death she gave birth to a third 
son. Howard attacked the baby in its crib, fractur- 
ing its skull and crushing its chest so that, this 
child is a cripple and mentally defective, now in a 
foster home. His father remarried a divorcee with 
two sons, one of Howard’s age and one older. There 
is also a younger half-brother. Howard has always 
been a misfit. Among the stepmother’s bill of par- 
ticulars are lying, stealing, cheating, snooping, scar- 
ing, handling and smearing feces, urinating on the 
rug, teasing, bullying the younger boys, responding 
neither to affection nor punishment, showing neither 
anger nor pleasure. At times Mrs. D. was fearful 
of him because of his scowling look of hatred. He 
would pretend to pet the dog and at the same time 
tighten its collar to the point of near suffocation. 
The father, a teacher, admitted his inability to deal 
with the boy, sometimes beating him and calling 
him foul names. Howard seemed to bring this on 
himself, since the father was kindly toward the 
other boys. A close friend of the father’s took the 
boy on weekends and reported erratic behavior. 
“Facial muscles contract—but no twitch or tics— 
shows inward suffering but can’t describe—extreme 
state of agitation; shifts eyes in peculiar manner.” 


Howard was seen in the psychiatric clinic at the 
University of California when he was seven years 
old, and for another two years was under treatment 
at the Family Care Center in Palo Alto, but he 
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made no progress. Nor did he progress in school, 
though as early as two years of age he showed ex- 
ceptional intelligence in sorting various items of 
electrical equipment. 

Howard was a tall, slender boy with a sallow 
complexion and unhealthy-looking bags under his 
eyes. It was difficult to get him to talk, but in sub- 
sequent interviews he expressed interest in chess, 
contract bridge and postage stamps. He preferred 
to be alone on hiking trips, resented being called 
back to the trail. He believed that he got the blame 
for everything that went wrong in the home. He 
related a frightening experience when he heard 
someone talking angrily at him at night. When he 
turned on the light there was nobody there. His 
preoccupations were shown in some crude drawings. 

Transorbital lobotomy was followed by rather se- 
vere reaction with fever, stiff neck and vomiting. 
Spinal puncture showed 4000 whe. but a sterile cul- 
ture. He remained in the hospital five days until 
December 21. After returning home he was re- 
laxed, more cheerful and almost perpetually hungry. 

It is too early to predict the outcome. 


Discussion 


Lobotomy affects neither intelligence nor 
memory. It does alter in decisive fashion 
the attitude of the individual toward him- 
self. It bleaches the affect attached to the 
ego. Thus it reduces the patient’s interest 
in his inner experiences. This makes for 
quick responses to external situations with 
reduction in premeditation. At the same 
time it reduces sensitiveness and self-con- 
sciousness, The patient may flare up in an- 
ger, is less capable of restraining himself, 
but he is also unable to sustain his rage. In 
this respect he becomes more immature, 
more child-like. The reduced sensitiveness 
makes it possible to discipline the patient 
without hurting his self-esteem. His reac- 
tions are vivid but fleeting. Most of the time 
he is at peace with the world as well as with 
himself. Once his emotional distress is re- 
duced to the tolerable level, or maybe a lit- 
tle below, he becomes outgoing and even 
friendly. Upon this new personality a great 
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deal of constructive building can be accom- 
plished. 

It will be noted that no diagnoses have 
been offered in these young patients. I be- 
lieve it is not necessary to use man-made 
pigeon-holes for categorizing them. They 
revealed varying secondary symptoms and 
signs, but fundamentally they had in com- 
mon a state of intolerable anxiety that ren- 
dered them poor subjects for constructive 
therapy. Once the distress was overcome, 
the personality changed by transorbital lob- 
otomy, these patients for the most part 
could adjust to their life situations in a more 
practical and realistic fashion. Further- 
more, the other members of the family no 
longer had to walk softly and speak softly 
to avoid precipitating an outburst. 


Conclusions 


Seven adolescent patients with intolerable 
anxiety and varied secondary symptoms 
were treated by transorbital lobotomy. One 
was lost to follow-up. Five of the remain- 
ing six are at home with reasonable pros- 
pects of staying there. 

Limited interruption of the thalamofron- 
tal pathways reduces the emotional impact 
of the patient’s thoughts and fantasies, par- 
ticularly as regards himself. By reducing 
anxiety it abolishes many secondary symp- 
toms. For a variable period the patient is 
unable to restrain his reactions to external 
stimuli, but at the same time he is unable 
to sustain them and hence can accept disci- 
pline and usually makes progress toward 
maturity. 

The most striking change occurs in the 
realm of interpersonal relations, with the 
appearance of self-confidence and friendli- 
ness, Intelligence is not only unharmed, but 
made more readily available for practical 
uses instead of fantasy. 
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The Fifteen Minute Hour 


ARNOLD J. MANDELL, M.D. 


Introduction 


Disparities between demand and supply 
appear to be a frequent feature of out-pa- 
tient psychiatric clinics. These clinics con- 
stantly find themselves attempting to devise 
new techniques to answer the large de- 
mands. Group therapy has been one impor- 
tant step in this direction. Little has been 
done, however, to alter the mechanics of in- 
dividual therapy to help mitigate this prob- 
lem. One of the reasons for this, perhaps, 
is the long tradition of fifty minute hours 
and the great influenc eof psychoanalysis and 
its emphasis on “insight” and goals of char- 
acterological change. Many of us feel we 
are compromising an ideal therapeutic form 
in the briefer once or twice a week therapies 
which we attempt to make “psychoanalyti- 
cally oriented.” 

It was within the context of such a clinic 
that we began to experiment with a new 
technique which has proved to be of value 
with a number of psychiatric patients. We 
felt that it might be of some use in the busy 
practice of the general psychiatrist who may 
find himself committed to answering needs 
of referral sources or communities short of 
psychiatric services for which he hasn’t suf- 
ficient time. 

The following communication proposes a 
psychotherapeutic form which is techniquely 
not too difficult and is quite rewarding with 
selected cases. We will discuss patient se- 
lection, treatment techniques, and difficulties 
encountered in the use of the fifteen minute 
hour. 


Patient Selection 

Since the primary goal of this form of 
therapy is the return of the patient to his 
premorbid level of adjustment, the emphasis 
during the initial evaluation must not only 
include the existent psychopathology but, 
more important, the past and potential levels 
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of functioning—the patient’s strengths. To 
get the best results from this form of ther- 
apy, the patient should ideally have an ill- 
ness which is temporally well demarcated, 
or of short duration, and superimposed upon 
a personality that has functioned mode- 
rately well in the past. It goes without say- 
ing that the major psychiatric illnesses, es- 
pecially the schizophrenias in the acute 
form, do not lend themselves to this form 
of treatment. However, not all major ill- 
nesses need be excluded. We have treated 
three involutional psychotic patients suc- 
cessfully with an antidepressant drug and 
this technique (these patients, however, had 
well functioning premorbid personalities). 
Another group which may benefit from this 
form of therapy are the stable chronically 
ill who have an upset. We were able to sup- 
port a chronically psychotic woman through 
a separation and divorce using this method. 
This ultra brief therapy can also function on 
a trial basis for many clinical conditions not 
necessitating immediate hospitalization or 
intensive therapy with the understanding 
that a shift to another form of therapy is 
always available. 


Technical Considerations 


The initial intake interview should be of 
the usual length, approximately one hour. In 
addition to serving the function of helping 
establish a working relationship, this will be 
the first and last opportunity to learn much 
about the patient. Even at this early stage 
of treatment, therapeutic considerations ra- 
ther than information gathering should be 
paramount; exploration into areas which the 
patient resists should not be _ pursued. 
Throughout this form of therapy, one must 
content oneself with a state of relative igno- 
rance concerning psychodynamic material. 
The therapist uses inferences from interper- 
sonal defense patterns rather than direct in- 
formation to characterize the evaluation. 
The object of this kind of initial interview 


559 
4 
+ 
2 
> 
| 
| 
i 
| 
i 
: 


560 


is the immediate orientation of the patient 
and the therapy toward re-establishing the 
patient’s repressions. One must not, how- 
ever, minimize or attempt to suppress ma- 
terial that the patient is under great press 
to produce, since this will probably be con~- 
sidered tantamount to rejection in the pa- 
tient’s eyes. In this first interview then, 
one begins to tread a narrow path between 
attempting to help the patient suppress dis- 
turbing material but, at the same time, giv- 
ing the patient the feeling of acceptance of 
him as a person. 

At the end of the evaluation the therapist 
acknowledges that the patient has a prob- 
lem and that the therapist feels he can help 
him. The patient is given a definite time for 
the next meeting and told that the therapist 
is available if something arises. (We have 
found that indicating one’s availability in 
most cases cuts down on the number of 
phone calls rather than increasing them.) It 
is felt that the patient feels that the thera- 
pist is with him as long as he can look for- 
ward to seeing him at a definite time in the 
future. We call this “therapeutic timeless- 
ness.” The therapist, as an external repre- 
sentative of a hopefully benign introject, be- 
gins immediately to play a role in the pa- 
tient’s life. With the therapist as a figure 
in the patient’s daily fantasy life, the psy- 
chotherapeutic experience extends beyond 
the time limits of the actual personal con- 
tact. This theme continues throughout the 
therapy. 

On the next meeting, at the first part of 
the first fifteen minute session, the therapist 
in a rather positive and didactic way out- 
lines the problem as he sees it, emphasizing 
the patient’s strengths and abilities. He also 
includes a statement concerning the patient’s 
psychopathology, but in way which will be 
ego syntonic. To the depressed, middle-aged, 
obsessive compulsive one might say, ‘You 
have worked hard all your life in a construc- 
tive and valuable way and now you’re tired 
and wonder if you can keep going.” One 
would avoid pointing out the frustration of 
his infantile magical hope for eventual de- 
pendency gratification and his inward turned 
anger at this. The therapist then states his 
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belief in the patient’s ability to regain his 
previous level of functioning and that he 
does not need long and frequent psychother- 
apeutic sessions, The therapist tells the pa- 
tient that he will be seen weekly at first for 
a short period of time, “about fifteen min- 
utes,” to talk about his problem. At this 
point, the patient will usually evidence mixed 
emotions. He is pleased that the therapist 
recognizes his strengths and considers him 
not too sick, but at the same time, he may 
be disappointed that the amount of thera- 
peutic contact will not be more. The thera- 
pist ignores this and directs the patient’s 
attention to his life by asking something 
like, “How are things going?” One must 
assiduously avoid giving the impression that 
this therapy is second best and is more a 
function of the shortage of resources rather 
than the patient’s needs. The patient leaves 
with the feeling that it is the therapist’s 
honest opinion that this therapy is the best 
for him. 


The therapeutic maneuvers thenceforth 
will be dictated by the individual process 
with the general themes of: 


1. Emphasizing strengths. 

2. Reinforcing defenses. 

3. Making immutable psychopathology 
ego syntonic. 

4. Allowing the positive transference to 
grow unexplored. 

5. Role playing within the transference 
for therapeutic effect. 


These will be discussed briefly. 

Emphasizing strengths may not be as easy ° 
to do as it sounds. Certain groups of pa- 
tients become mistrustful when compli- 
mented directly. In addition, certain pa- 
tients may interpret a compliment as a state- 
ment of an expectation or demand from the 
therapist; thus, frequently, this must be 
done quite indirectly. For example, a cas- 
ual acceptance by the therapist of the state- 
ment of an achievement by the patient may 
in one case be more reinforcing than a com- 
pliment. Statements concerning the pa- 
tient’s insight, sensitivity, or understanding 
are frequently quite acceptable to patients. 
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The problem of reinforcing defenses can 
be handled directly in the therapeutic inter- 
action. One intellectualizes to the intellec- 
tualizer concerning his problems. You and 
he discuss his problems “rationally.” He 
achieves a feeling of a kind of mastery of the 
therapeutic situation which may help repair 
the defense for use in the world. The thera- 
pist goes along with the reaction formation 
of the “independent” passive dependent in- 
dividual. You agree that he is doing all the 
work himself, that he really doesn’t need 
you. The therapy then becomes a place 
where the patient tries his broken down de- 
fenses and find they work. He gains confi- 
dence and begins to use these previously suc- 
cessful mechanisms with greater comfort in 
the world. Again, however, these maneu- 
vers are not always without danger. One 
must be constantly aware of the multiplicity 
of defense systems and frequently their in- 
congruity, especially in a neurotic individ- 
ual. One must be careful to side with the 
most prominent, valued, and successful sys- 
tems. 

Perhaps the most difficult thing for the 
therapist to do in terms of his own feelings 
is to attempt to make unchangeable psycho- 
pathology ego syntonic, It feels like a ther- 
apeutic surrender and yet it is consistent 
with the reality limits on the amount of psy- 
chotherapy available. “You’re not a homo- 
Sexual, you’re lonely and want friends.” 
“You’re not a pervert, there are a lot of ways 
to get sexual gratification in this world.” 
“You’re so organized and neat, I can under- 
stand why you have been successful in your 
job.” Just the acceptance without dismay 
or shock on the therapist’s part will go a 
long way in this direction. 

It is the feeling of Alexander’ and others 
that the patient grows within the context of 
a positive transference and that this is the 
most important psychotherapeutic _ tool. 
Much of the preceding technique could be 
looked at as attempting to keep interper- 
sonal problems at a minimum during the 
short time with the patient so that he can 
carry around a positive image of the thera- 
pist and positive reflection of himself during 
the time when he is away from the therapist. 
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This extends the therapeutic effect beyond 
the confines of the fifteen minutes. Certainly, 
no interpretations of this positive transfer- 
ence should be made. 


Once the therapist is in the role of the 
loved object, one can play this role in what- 
ever way the patient may need to help him 
straighten out his current intrapsychic or 
external environment. For example, the pa- 
tient may need an authority to give him per- 
mission to ease his environmental stresses: 
“You've struggled hard in your life and it’s 
about time you protected yourself.” In 
patients with exaggerated reactive depres- 
sions following object loss, the therapist may 
even for a time role play some of the char- 
acteristics of the lost person until the acute 
symptomatology wanes. In general, the ther- 
apist uses much more role playing and ac- 
tive participation in this form of therapy 
than in the more conventional forms. 


It will become evident within three or four 
fifteen minute interviews whether the ther- 
apy is “taking.” If it does, one may need 
only to see the patient ten or twelve times in 
all, with the last few sessions being further 
and further apart (up to four or six weeks). 
With these patients, one adds to the “time- 
lessness” of the therapy even further by 
leaving the possibility of occasional return 
visits open. The therapist makes the patient 
feel that he can at any time call upon the 
therapist. This reinforces the patient’s use 
of the therapist’s image in his daily life and 
tends to extend the therapeutic effect beyond 
the end of the therapy. 


In those patients who do not seem to be 
doing so well, or are getting worse, one must 
evaluate the therapy and the patient in order 
to make one or more of three kinds of gen- 
eral statements. The first one concerns the 
possibility that though this form of therapy 
may help this patient, there is something 
amiss in the therapeutic process. Because 
of the active participation of the therapist 
and the brevity of the therapeutic contact, 
unconscious attitudes of the therapist to- 
ward the patient are more likely to be seen 
than in more conventional nondirective 
methods and have less time to be worked 
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through both by the therapist and the pa- 
tient; thus, countertransference difficulties 
should be looked at quickly since time for 
resolution is not available. The second pos- 
sibility is that the clinical status of the pa- 
tient, his defense system, the amount or type 
of psychopathology for some reason or an- 
other (and the therapist probably will not 
know the exact reasons) makes him ill-suited 
for this form of therapy and the therapeutic 
program will have to be altered. The third 
possibility is difficult to state precisely but 
it has to do with the realistic evaluation of 
the prognosis of the patient with any form 
of psychotherapy with the possible exception 
of certainly unavailable long term psycho- 
analytic treatment. Many long-standing 
character disorders will not do particularly 
better on once or twice a week psychother- 
apy of fifty minute length than they will 
with this fifteen minute form. In these cases, 
the therapist may choose to see the patient 
for a period of several weeks, orienting the 
patient to the fact that some psychopathol- 
ogy must be lived with, then attempting a 
trial termination. These may be lasting and 
at least administratively, the problem is 
solved. 
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Discussion 


Many of the therapeutic issues discussed 
in this paper are excellently put forth by 
Pumpian-Mindlin’ in his discussion of tech- 
niques of termination and transfer in more 
conventional short term therapy. It is in- 
teresting that these same techniques can be 
used with good results in this even briefer 
form of treatment. Important questions that 
can only be answered by large follow-up 
studies concern whether this form of ther- 
apy is superior to the demonstrated thera- 
peutic effect of being on a waiting list* and 
how lasting any improvement is. It, how- 
ever, appears to be a technique worth trying 
and may be a valuable addition to the arma- 
mentarium of a psychiatrist upon whom 
there is a large demand. 
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Clinical Evaluation of Chlorhexadol, a New Hypnotic 


OscaAR ROZETT, M.D. 


While chlorhexadol, the subject of this re- 
port, is a new hypnotic, it may be thought 
of as an old and established drug, since it is 
a chemical modification of chloral hydrate. 

As a sedative hypnotic, chloral hydrate 
has had a long and honorable clinical his- 
tory. The drug earned and has always main- 
tained a reputation for excellent hypnotic 
effect. Chloral hydrate has been described 
as a “hypnotic of attested efficacy” with ‘‘or- 
dinarily little or no effect on the heart’?! 
when given in therapeutic dosage. “Chloral 
hydrate is the oldest member of the hypnotic 
group and clinical experience shows that it 


The compound, chlorhexadol, used in this study 
was supplied by Wallace Laboratories, Cranbury, 
New Jersey, under their tradename LORA. 


is still one of the best.’” “The incidence of 
hang-over or other side effects is insignifi- 
cant.’’* 

Despite these desirable attributes, how- 
ever, and despite its ability (perhaps unique 
among hypnotics) to induce what is often re- 
ferred to as “physiological sleep,’* chloral 
hydrate has been neglected in recent years. 
According to Goodman and Gilman, this is 
due to “the ease with which the barbiturates 
are dispensed and the prominence given 
them in medical literature and in drug ad- 
vertising. .. Another factor has been the 
drawback with chloral hydrate of gastric ir- 
ritation. 

Chlorhexadol is the result of efforts to re- 
solve this difficulty—to retain the hypnotic 
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efficiency of chloral hydrate without its trou- 
blesome side effect of gastric irritation. 
Chlorhexadol’* is a hemiacetal combination, 
or conjugation, of chloral hydrate and meth- 
ylpentanediol; in the stomach juices, the 
drug undergoes hydrolysis into its compo- 
nents. The rate at which chlorhexadol is 
hydrolyzed apparently permits the chloral 
hydrate, as it becomes available, to be ab- 
sorbed from the gastrointestinal tract rap- 
idly enough not to reach a concentration ca- 
pable of causing local irritation." Methyl- 
pentanediol, the less familiar of the two com- 
ponents, is an agent of very low toxicity.*”® 


Method and Material 


This study made use of 102 hospitalized 
psychotic and severely neurotic patients, 27 
males and 75 females, ranging in age from 
15 years to over 70 (with 79 of the patients 
in the 20-60 year brackets). Body weights 
varied from 80 to more than 200 pounds 
(with 81 of the patients weighing 100-170 
pounds). Diagnoses reached for this group 
of patients were as follows: . 


Acute brain syndrome—alcohol intoxication ...... 3 
Chronic brain syndrome with expanding intra- 
Adjustment reaction of adolescence .................... al 
Conversion hysteria with depression .................... 1 
Hysteria with drug addiction. ................................ 1 
Manic depressive—mixed type 4 
Manic depressive—depressed type 14 
Manic depressive—manic type 3 
Involutional psychotic reaction 2.0.0.0... 27 
Personality disorder—stress reaction .................. 1 
Psychoneurotic disorder—phobic reaction .......... 
Psychoneurosis—anxiety state 2 
Psychoneurosis—depressive reaction 16 
Psychotic depressive reaction 2 


Sociopathic personality disturbance—drug ad- 


Schizophrenic reaction—acute undifferentiated 8 
Schizophrenic reaction—paranoid type ................ 5 
Schizophrenic reaction—chronic undifferentiated 7 
Schizophrenic reaction—schizoaffective type ...... 4 

Chlorhexadol was administered in the 


form of oral tablets containing 800 mg. of 
the drug (equivalent to 500 mg. of chloral 
hydrate); it was given at bedtime on four 
consecutive nights. Note was taken of the 


time required for sleep-induction, the dura- 
tion of sleep, and the occurrence of side ef- 
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fects. The usual initial dose was two tab- 
lets (1600 mg.). Patients were given repeat 
doses of chlorhexadol or were given addi- 
tional sedation with other agents, as needed 
for sleep. During the four-day period of 
chlorhexadol trials, 67 of the patients were 
receiving tranquilizers; 35 were not. 


Results 


In a total of 355 trials with chlorhexadol 
the time required to fall asleep was usually 
30 minutes (i.e., the mode time); but the 
average time was 43 minutes. Details of 
these sleep-induction intervals are tabulated 
below: 


No. of Trials Time Needed to Fall Asleep 


ii less than 10 minutes 
(medication probably unnecessary) 
21 10 minutes 
60 20 minutes 
147 30 minutes 
9 40 minutes 
47 1 hour 
29 11% hours 
17 2 hours 
14 21% hours 
1 3 hours 
2 31% hours 
1 4 hours 


Duration of sleep was recorded for the 355 
trials, with the following results: On 260 oc- 
casions (73%), patients slept from six to 
nine hours (most frequent duration was 8 
hours). On 29 occasions (8%), patients 
slept five hours or less; and on 66 occasions 
(19%), patients needed a repeat dose in or- 
der to sleep. Further details are given be- 
low: 


No. of Trials Hours of Sleep 

57 9 
122 8 
64 7 
6 
3 5 

% 4 

5 3 

2 

6 1 

1 0 


Of the 66 occasions when additional chlor- 
hexadol was required, 14 repeat doses of one 
tablet each had good hypnotic results and 
one such repeat dose had poor results; 31 
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repeat doses of two tablets each had good 
hypnotic results, five such doses had fair re- 
sults, and 13 such doses had poor results. 
The patients with good results following re- 
peat doses had from four to seven hours of 
sleep; this duration depended on the time 
when additional medication was given, since 
all patients were routinely awakened be- 
tween 7 and 8 o’clock in the morning. 

Side effects were few—coughing was re- 
ported in one patient; two patients com- 
plained of headache; one patient complained 
of headache and nausea. 


Discussion 


From the results of these trials, it appears 
that chlorhexadol has the desirable hypnotic 
attributes of chloral hydrate without the 
undesirable trait of causing gastric irrita- 
tion. Since the drug was well tolerated in 
all but four patients and since the complaints 
of the latter, in the psychiatric context of 
this study, are only dubiously drug-related, 
there is reasonable ground to consider chlor- 
hexadol as essentially non-toxic and free of 
untoward effects. 

The question of optimum dosage warrants 
special consideration. In this study, the most 
common dose, two tablets or 1600 mg., usu- 
ally proved sufficient. However, repeat ad- 
ministrations of chlorhexadol were required 
about 20% of the time (66 out of 355 trials). 
Yet, in 45 of these 102 psychotic and severely 
neurotic patients, the two-tablet dose was 
effective enough to produce good sleep on 
four consecutive nights. The logical assump- 
tion is that 1600 mg. of chlorhexadol may 
be taken as the standard dose in dealing with 
ordinary cases of insomnia encountered in 
the general patient population. 


Summary and Conclusions 
1. Using 102 hospitalized psychiatric pa- 
tients, a new hypnotic, chlorhexadol, was 
evaluated in a total of 355 clinical uses. The 
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drug is a chemical modification of chloral 
hydrate; each 800 mg. tablet of chlorhexadol 
is equivalent to 500 mg. of chloral. 

2. Chlorhexadol was given at bedtime on 
four successive nights. The usual initial dose 
was two tablets. Sleep usually occurred af- 
ter 30 minutes and usually lasted 8 hours. 


3. Side effects (headache, 2; headache and 
nausea, 1; coughing, 1) were few and minor; 
nor is it certain that these complaints were 
truly drug-related. 

4. The optimal routine dose of chlorhexa- 
dol for ordinary cases of insomnia in gen- 
eral practice appears to be two tablets (1600 
mg.) at bedtime. 

5. Chlorhexadol, it is concluded from this 
study, can be classed as an effective hypnotic 
agent of very low toxicity. More specifically, 
chlorhexadol seems to possess all the excel- 
lent virtues of chloral hydrate (including 
prompt and “physiological” sleep) but not 
the drawback of gastric-irritant action. 
Chlorhexadol, therefore, represents a re- 
markably troublefree ‘modernization’ of 
chloral hydrate—and that, as such, chlor- 
hexadol offers a welcome alternative to a 
number of the drugs routinely used (and 
sometimes over-used and abused) for hyp- 
nosis in present-day practice. 
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On Anxiety: Relationship Between Methods of Evaluation 


ALI A, KAWI, M.D. 


Although the importance of anxiety has 
long been recognized as a problem which oc- 
cupies a central position in the theory of 
psychopathology and psychosomatic dys- 
functions, our understanding of it is not 
complete. The “original” state of the psy- 
chic apparatus of the individual, the degree 
of tension and anxiety, were thought to de- 
termine the nature and the extent of the 
changes that occurred under the effect of 
certain drugs. This “original’’ state was hy- 
pothesized to account, at least in part, for 
the differences in responses obtained from 
different individuals under drug conditions. 
A study of this relationship between the 
“original” state of the individual with re- 
gard to anxiety and his reaction to drug ef- 
fects has been underway. 


Methed of Study 


A group of 24 subjects presenting varyilg 
degrees of anxiety was obtained from the 
psychiatric service of the Kings County Hos- 
pital Center, Brooklyn, New York. The sub- 
jects were selected on the basis of those cri- 
teria: a first admission to a psychiatric hos- 
pital of white males in age range 16 to 36 
years. The subjects had never received any 
type of shock therapy and did not show any 
evidence of encephalopathy on _ physical, 
mental or laboratory examinations. Clini- 
cally they presented a picture of predomi- 
nantly psychoneurotic or character disorder. 
The subjects are a carefully selected group. 
This selectivity was felt desirable to secure, 
more or less, homogeneous sociopsychologi- 
cal patterns and to avoid as much as pos- 
sible the interference of environmental, ra- 
cial and sex differences which are known to 
be potential handicaps in studies of this na- 
ture. In view of the rather small size of the 
group this relative homogeneity was also 
thought to reflect any existing differences or 
trends to a degree that would permit achieve- 


From State University of New York, Downstate 
Medical Center, Brooklyn, New York. 


ment of statistical significance. The follow- 
ing data were obtained on each subject: 


1. Basic identifying information including age, sex, 
race, degree of education, weight and height. 

2. Evaluation of the degree of anxiety. 

3. The sedation thresholds for two central nervous 
system depressants selectcd for the purpoce of 
the study—namely, amobarbital sodium and ethyl 
alcohol. 

4. The performance on a battery of psychological 
and psychomotor tests as indicators of drug ef- 
fects at the levels of the sedation thresholds. 

. Electroencephalographic tracings of the brain 
waves as a physiological indicator of the drug ef- 
fects. 


oi 


This report will limit itself to the discus- 
sion of the measures of anxiety used and the 
relationship between them. Three _ ap- 
proaches were undertaken to determine the 
degree of anxiety of each subject: clinical 
judgment, the Figure-Drawing Test and the 
Taylor Anxiety Scale. 


A. Clinical Judgment of Anxiety: 


Although definitions of anxiety in psy- 
chiatric and abnormal psychology texts 
vary, there tends to be general agreement 
on the manifestations of anxiety. Buss,’ 
grouped the symptoms of anxiety into cate- 
gories because the probability of occurrence 
of any given symptom in any given subject 
is small. Each category was then rated on 
a five point scale: a rating of one repre- 
sented absence or minimal manifestations 
and a rating of five represented maximal 
manifestations, This method has been pre- 
viously used with reported satisfactory re- 
sults to measure anxiety in clinical situa- 
tions; hence its adoption in this study seemed 
advisable. The categories were divided into 
behavior observed and behavior reported by 
the patient, including signs and symptoms 
such as distractibility, restlessness, sweat- 
ing, flushing, breathing disturbances, exces- 
sive swallowing, tenseness, worry, somatic 
complaints, palpitations, and an over-all es- 
timate of anxiety. The subject was rated on 
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a five point scale for each of the signs and 
symptoms. The mean score for all the cate- 
gories was taken as the final estimate of 
anxiety evaluated through clinical judgment. 


B. The Figure-Drawing Test 


Machover,’ in the course of administering 
Goodenough’s Draw-a-man test for intelli- 
gence found that in addition to the intellec- 
tual level, the drawings yielded clinical ma- 
terial of considerable importance in the un- 
derstanding of the personality dynamics and 
clinical syndromes. Inhibited non-verbal chil- 
dren welcomed the opportunity of drawing 
to unburden their private fantasies, their 
anxieties and their guilt upon the unobjecti- 
fied and impersonal figures which they draw. 
Drawings of the human figure were soon in- 
corporated in routine clinical procedures and 
extended to adults of all ages. The value of 
this test as a projective technique, the rela- 
tive ease with which it is administered, and 
the direct method of interpretation were en- 
couraging to use it as a tool of evaluating 
anxiety of the subjects included in this 
study. 


After all the subjects were tested, the 
drawings were submitted to two expert clin- 
ical psychologists for evaluation of the de- 
gree of anxiety. One set of scores was ob- 
tained representing the pooled judgment of 
the two psychologists. It was decided to 
rate the drawings on three categories: 


1. Hysterical versus obsessive-compulsive 
personality: the differences between these 
two personalities have been associated by 
many workers with differences in the degree 
of manifest anxiety. For this purpose the 
drawings were rated in a five point scale. 

2. Manifest versus inferred anxiety again 
using a five point scale. 

3. Diffuse-free-floating versus intellectual- 
ized-channelized anxiety. A five point scale 
was used. 


In rating the drawings according to these 
categories, the two judges used certain cri- 
teria that they had agreed upon, for exam- 
ple: the degree of differentiation and primi- 
tivity of the drawing (triangle, circle, 
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square), the size of the figure, its stance, the 
sexual role identification, the degree of ex- 
citement and agitation, the general line qual- 
ity, shading and erasures. 


C. The Taylor Anxiety Scale:’* 


This scale has had wide experimental use, 
mostly as a device for discriminating experi- 
mental subjects on the manifest anxiety con- 
tinuum. The scale originally constructed by 
using 200 items from the Minnesota Multi- 
phasic Personality Inventory went through 
several modifications, Recently Taylor re- 
vised the scale in an attempt to simplify the 
vocabulary and sentence structure of some 
of the anxiety items that appeared to be dif- 
ficult to comprehend, especially for a non- 
college population. Her new version of the 
scale included only 28 items of the Minne- 
sota Multiphasic Personality Inventory. The 
validity and reliability of the scale were 
found by many workers to be quite high.’” 
Direct and indirect evidences to a high cor- 
relation between the Scale’s scores and the 
clinical judgment of anxiety were estab- 
lished by some workers.** 


For all these reasons the Taylor Anxiety 
Scale was considered useful as one of the 
measures of anxiety for the purpose of this 
study. The new 28-item version of the scale 
with its simple vocabulary and sentence 
structure was found suitable for the predom- 
inantly non-college Kings County Hospital 
population. 


Discussion of Findings’ 


Taylor’s Anxiety Scale, as evident in Ta- 
ble I, is correlated positively with the Fig- 
ure-Drawing’s diffuse-free-floating versus in- 
ferred-channelized scale. The correlation is 
significant at the .05 level of confidence. The 
correlations between Taylor’s scale and the 
obsessive-compulsive versus hysterical scale 
of the Figure-Drawing test is, however, in- 
significant. There is no significant correla- 
tion between the clinical judgment of anx- 
iety and the Taylor Anxiety Scale or the 
Figure-Drawing test with its two component 
scales. There is significantly positive corre- 
lation between the Figure-Drawing’s diffuse- 
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TABLE I 
Intercorrelations Between Anxiety Measures 
= 
Age 
we 
EAS 
Taylor’s A.S. +.26 +.11 .48* 
Clin. Judg. — —.10 -—.04 
Fig. Draw. (Obs. 
Com. vs. Hyst.) —.10 + .57* 


05: 


+The correlation between the Figure-Drawing’s 
diffuse-free-floating versus intellectualized-channel- 
ized anxiety on one hand and manifest versus in- 
ferred anxiety on the other hand was found to be 
very high. Therefore reference in the table as well 
as in the following discussion is made only to one 
of the two components, yet it applies to the other. 


free - floating versus inferred - channelized 
scale and its obsessive-compulsive versus 
hysterical scale (p< 0.05). 


The clinical judgment of anxiety was done 
in the majority of cases by one judge, the 
experimenter. The original idea was to get 
the independent clinical judgment of two 
judges, and then run a correlation between 
them. This was done on the first few cases 
and the per cent agreement between the two 
judges was high. Due to administrative dif- 
ficulties and due to the limited and relatively 
uncontrolled length of stay of the patients 
in the Kings County Hospital, it was decided 
to limit the clinical judgment of anxiety to 
one judge on the following grounds: first, 
previous studies in this area, have estab- 
lished high correlations between the clinical 
judgment of anxiety and the Taylor Anxiety 
Scale.**7 Both techniques were adopted in 
this investigation. And second: the clini- 
cal judgment of anxiety was done within a 
framework that was designed by previous 
workers and reported to have considerable 
reliability.’ 

In spite of previous reports on high and 
significant correlations between the clinical 
judgment of anxiety and the Taylor Anxiety 
Scale, in this study the results were differ- 
ent. Although there was a significant cor- 


relation between the Taylor’s Scale and one 
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of the scales of the Figure-Drawing test, in 
general there was no significant intercorrela- 
tion between the measures of anxiety used. 
In an attempt to explain this finding, com- 
parative evaluation of the concepts, criteria, 
and thinking behind each of the techniques 
was made. The clinical judgment differen- 
tiated the subjects on a scale with severely 
anxious at one extreme and less anxious at 
the other. This scale took into consideration 
the degree with which anxiety manifested 
itself. The role of the experimenter is 
pointed out as of considerable importance. 
In an interview situation, one interviewer 
may react to verbal stimuli of the subject 
while the other responds to more subtle and 
deeper indicators of anxiety. This difference 
in the degree of depth perception between 
interviewers might have accounted for the 
different findings obtained by them. Tay- 
lor’s Anxiety Scale evaluated “manifest” 
versus “non-manifest” anxiety. The Figure- 
Drawing Test measured “diffuse-free-float- 
ing” versus “inferred or channelized” anx- 
iety. The criteria for the “manifest” ex- 
treme on Taylor’s Scale were found to cor- 
respond very closely to the criteria and con- 
cepts underlying the “inferred or channel- 
ized” extreme of the Figure-Drawing test. 
The correlation between the two, as men- 
tioned before, was significantly positive. 
Anxiety is not a specific factor but rather 
a complex term with many deep and intri- 
cate connotations. In measuring, the tech- 
niques seem to have approached anxiety 
from different angles. It is reasonable to 
suppose that the clinical judgment, the Fig- 
ure-Drawing test, and the Taylor Anxiety 
Scale, each evaluates a different aspect of 
the “anxiety-complex.” The overlap be- 
tween the three various aspects of anxiety in 
the way they manifest themselves, might 
have accounted for the significant correla- 
tion between some of the measures. In this 
event the absence of correlation between the 
three methods is not incompatible with their 
value as reliable and valid tools for estimat- 
ing anxiety. In general, the complexity of 
anxiety puts some limitations on the findings 
related to it since an adequate definition and 
clear boundaries for its signs and symp- 
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toms are as yet far from precise. The term 
“anxiety-complex” is suggested for use in 
this and other studies of similar nature. 


Summary 


Twenty-four patients presenting varying 
degrees of anxiety were selected from the 
psychiatric unit of the Kings County Hospi- 
tal Center. Each patient was subjected to 
evaluation for the degree of anxiety using 
the clinical judgment, the Figure-Drawing 
test and the Taylor Anxiety Scale. Except 
for the significant positive correlation of 
Taylor’s Anxiety Scale to one of the Figure- 
Drawing’s scales, the intercorrelations be- 
tween the various measures of anxiety were 
not significant. Although each of the meth- 
ods may be a valid and a reliable estimate of 
anxiety yet they all differ in the thinking 
behind them, their concepts, and the aspects 
of anxiety that they tackle and evaluate. 
The non-specificity and complex nature of 
anxiety is indicated and the concepts, diag- 
nosis, and methods of its evaluation are 
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pointed at as areas in need of further explo- 
ration. 
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Accelerating Treatment in Depressed Patients with 
Multiple Antidepressant Agents 


EDWIN DUNLOP, M.D. 


For over three years psychiatrists have 
had at their disposal a number of excellent 
and well proven antidepressant agents. Com- 
mencing with Marsilid in 1957 followed by 
Marplan in 1958 and in 1959 Nardil, Niamid, 
Catron and Tofranil made their appearance 
on the scene. By now, mary hundreds of 
thousands of cases have been reported show- 
ing substantial benefits from these antide- 
pressant agents. Although these compounds 
have assumed a major role in the treatment 
of the depressed patient, earlier enthusiasm 
for these drugs must now be looked upon 
with some reserve as they have not and will 
not in the immediate future, at least, replace 
electroshock therapy which is the choice of 
all psychiatric therapies for the depressed 
patient. 

Many enthusiastic reports have included 
beneficial results in patients who had failed 


to improve with electroshock therapy but 
showed excellent response on antidepressant 
agents. Many of us have recognized for years 
a certain number of “hard core” patients 
who have resisted electroshock therapy and 
proved disappointing, until antidepressant 
agents provided the key to recovery. 

In many cases the nature of depressed re- 
actions tends to be a recurring one and I 
have been faced in practice with the return 
of patients who are now suffering a recur- 
rence of their depression which was so suc- 
cessfully treated by an antidepressant agent 
a year or two ago. By the time the patient 
returns the second time he has invariably 
resorted to the antidepressant which had 
been successful before, and has given it a 
fair trial being fully aware that it may not 
work immediately and a lag period of two to 
three weeks is often required before the 
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Pt. Age Diagnosis Previous Treatment Synergistic Agent Onset of Result Maint. Schedule 
Imp’v’nt* Daily 
Gls 43 PPDR Nardil 15 mg. t.i.d. Catron 6 mg. t.i.d. 4 days E Nardil 5 mg. 
M.W. 74 IDR Niamid 25 mg. t.i.d. Catron 6 mg. b.i.d. 14 days E Niamid, Catron 
DH. 48 DR Tofranil 15 mg. t.i.d. Catron 6 mg. b.i.d. 8 days E Catron 6 mg. 
E.D. 72 IDR Tofranil 15 mg. t.i.d. Catron 6 mg. daily 14 days E Tofranil 15 mg. 
D.R. 56 DR Marplan 10 mg. t.i.d. Catron 6 mg. b.i.d. 7 days E Marplan 10 mg. 
R.G. 32 PPDR Nardil 15 mg. t.i.d. Catron 6 mg. b.i.d. 4 days G Catron 6 mg. 
Nardil 5 mg. 
H.S. 45 RD Niamid 25 mg. q.i.d. Catron 6 mg. b.i.d. 5 days G None 
L.C. 68 IPDR Nardil 15 mg. t.i.d. Catron 6 mg. b.i.d. 12-14 days E Catron 6 mg. 
Nardil 5 mg. 
H.F. 40 RD Nardil 15 mg. t.i.d. Catron 6 mg. b.i.d. 7 days G Catron 6 mg. 
Nardil 15 mg. 
0.G. 50 RD Nardil 15 mg. t.i.d. Catron 6 mg. b.i.d. 10 days E None 
L.C. 60 IDR Marplan 10 mg. t.i.d. Catron 6 mg. daily 14 days E Marplan 
10 mg. b.i.d. 
S.K. 38 RD Niamid 25 mg. q.i.d. Catron 6 mg. b.i.d. 12 days G Niamid 
25 mg. b.i.d. 
Catron 6 mg. 
N.B. 26 RD Niamid 25 mg. q.i.d. Catron 6 mg. t.i.d. 5 days E Catron 6 mg. 
JA. 66 IPDR Marplan 10 mg. t.i.d. Catron 6 mg. D.i.d. 14 days G Marplan 
10 mg. b.i.d. 


*Indicates the day on which improvement obviously began. 


At this time the accelerator program was 


reduced and in many cases eliminated unless Catron was to be used as maintenance therapy. With the 
exception of one patient, all are being kept on a depressive prophylaxis prograim of an antidepressant. 


E = Excellent; G = Good IPDR = Involutional psychotic depressed reaction 
DR = Depressed reaction PPDR = Postpartum depressed reaction 
IDR’ = Involutional depressed reaction RD = Reactive depression 


therapeutic benefits are seen. When this pa- 
tient comes to the office unimproved by this 
experience, one is sometimes at a loss to 
know what to do. 

Invariably the patient feels that electro- 
shock is still a major procedure and may 
protest against its use. Having seen the 
disappointing results that follow when one 
simply institutes the same practice of pre- 
scribing the same antidepressant in the same 
amount as formerly and failing to show sub- 
stantial improvement, I struck upon the idea 
of utilizing one of the “psychic energizers,” 
as they are called, to perhaps facilitate the 
recovery of the patient, Four patients listed 
below have been benefited by this multiple 
monoamine oxidase inhibitor therapy, and 
are representative of about 20 patients suc- 
cessfully treated for recurrent depressions 
with multiple antidepressant agents. 


Case 1. G.L. Diagnosis: Recurrent depression. 
' This patient had failed to recover from 28 electro- 
shock treatments in the winter of 1958. Nardil, 15 
mg. t.i.d. produced a dramatic improvement in about 
one month early in 1959 and the patient enjoyed 
the best health in years. Her depression, however, 


recurred late in 1959 and Nardil given as formerly 
was not effective. Catron 6 mg. b.i.d. for five days 
was prescribed to supplement the Nardil. Within 
five days the patient showed considerable improve- 
ment. Therapy continued at the level of 6 mg. 
Catron daily and Nardil 15 mg. t.i.d. and within 
three weeks very substantial improvement resulted. 


Case 2. B.C. This patient had a recurrent psy- 
chotic depressed reaction which was _ successfully 
treated four years before with electroshock ther- 
apy. The condition recurred severely in 1959 and 
the patient refused to be hospitalized and refused 
to submit to electroshock. She was given Nardil 
15 mg. t.i.d. and made moderate improvement but, 
after six weeks, one felt there was still room for 
further improvement. Catron 6 mg. b.i.d. was added 
to this patient’s medication and within a week no- 
ticeable improvement had materialized. She was 
then maintained for a further two weeks on 6 mg. 
of Catron and one Nardil 15 mg. daily and has been 
well since that time and has not required antide- 
pressant medication to maintain recovery. 

Case 3. O.G. Recurrent depressed reaction: This 
patient was successfully treated with electroshock 
in 1956. Her depressive symptomatology returned 
in 1959 and the patient was put on Niamid 25 mg. 
q.id. but did not make adequate recovery within 
a four week period. The patient’s despondency, sui- 
cidal preoccupation and psychomotor retardation 
with feelings of guilt, was essentially unchanged. 
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Catron was used to augment this patient’s anti- 
depressive therapy in the amount of 6 mg. tablets 
daily in addition to the Niamid. One week later 
there was marked improvement in this patient’s be- 
havior in terms of activity, mental content and the 
renewal of former interests. 

Case 4. E.W. In this patient a recurrent depressed 
reaction was successfully treated with electroshock 
in 1957. In late 1959 her depressive symptoms re- 
turned following prolonged hospitalization for a 
fractured hip which united poorly. This appeared 
to be a contraindication to electroshock and chemo- 
therapy was therefore the treatment of choice. 
Niamid 25 mg. q.i.d. was prescribed for a period 
of thirty days. During this time, there was mod- 
erate improvement and the patient showed _ in- 
crease of appetite, improved sleeping habits but 
still remained totally depressed, expressing suicidal 
ideas to her husband and at one time, did take her 
night time medication to excess. The patient’s treat- 
ment was supplemented with 6 mg. Catron, t.i.d. in 
addition to 100 mg. of Niamid daily; and within 
two weeks she showed substantial improvement. A 
maintenance therapy has been continued 6 mg. Ca- 
tron and two 25 mg. of Niamid, b.i.d. 

Maintenance therapy utilizing Nardil 5 mg. once 
or twice daily has been recommended following suc- 
cessful treatment on full therapeutic dosage of 15 
mg. t.id. A number of recurrent depressions are 
currently being maintained on a ‘Depressive Pro- 
phylaxis” regime of Nardil 5 mg. daily. 


Maintenance therapy utilizing Nardil 5 
mg. once or twice daily has been recom- 
mended following successful treatment on 
full therapeutic dosage of 15 mg. tid. A 
number of recurrent depressions are cur- 
rently being maintained on a “Depressive 
Prophylaxis” regime of Nardil 5 mg. daily. 


Summary 

From our experience in treating many 
hundreds of patients with antidepressant 
agents, it is our belief that we will see re- 
currences of earlier depressive state. Resti- 
tution of the medication does not prove as 
effective as in the first instance. This dis- 
courages the patient to continue on the same 
therapy since there is no noticeable improve- 
ment. Therefore a more ambitious program 
must be considered. 
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My experience has been contrary to that 
of Ayd.' At first I was concerned that per- 
haps utilizing two antidepressant agents 
might possibly produce toxicity where none 
had appeared when the agents were used 
singly. This has not occurred and with close 
control and supervision of the medication 
undesirable side effects can be avoided. 


ADDENDUM 


Since the above manuscript was prepared, 
a number of cases have been reported in the 
literature of “cross reactions.’”’ These occur 
when monoamine oxidase inhibitors have 
been substituted for, or are used concur- 
rently with imipramine-like drugs. This re- 
action is generally acute and takes place 
after one or two doses of the medication 
have been taken, Marked and profuse sweat- 
ing, hypothermia, circulatory collapse, pros- 
tration and weakness are manifest. Hydra- 
zine drugs should be used with caution in 
association with alcohol, anesthetic agents 
(including procaine), thiazide, ganglion 
blockers and phenylephrine. The combina- 
tion of two amine oxidase inhibitors has, in 
my experience, given rise to no problems. 


Catron was used as the accelerator or syn- 
ergistic agent because of its rapid action, its 
amphetamine-like effect and its reliability 
as a psychic energizer. However, this medi- 
cation has been withdrawn from the market 
and is no longer available. 


9 School St., Attleboro, Mass. 
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Assessment of a New Antiparkinson Drug (UK-738) in the 
Thioperazine-Induced Extrapyramidal Reaction 


WILLIAM MANDEL, M.D., BESSIE CLAFFEY, M.D., 
and LESTER H. MARGOLIS, M.D. 


The effectiveness of a new antiparkinson 
drug in the phenothiazine-induced extrapy- 
ramidal reaction may be evaluated by three 
methods. The first is to treat reactions as 
they are induced; the second is to treat re- 
actions as they occur after withdrawing 
maintenance antiparkinson drug. In both of 
these methods, the new drug may be com- 
pared with other antiparkinson drugs by 
open or blind techniques, either with or with- 
out placebo controls. A third method is to 
substitute the drug for the maintenance an- 
tiparkinson drug and to record recurrences; 
success of this method depends on a high re- 
currence rate following withdrawal of the 
maintenance antiparkinson drug. 

This third method was chosen as the pro- 
cedure for evalating the new antiparkinson 
agent, UK-738. The thioperazine-induced 
extrapyramidal reaction was selected be- 
cause this phenothiazine derivative produces 
a rapid onset and high incidence of extra- 
pyramidal reactions.' A_ placebo-treated 
group was included to determine the inci- 
dence of recurrence; this phase of the study 
has been reported.” Two dosages of UK-738 
were used to compare its effectiveness with 
triphenidyl, the antiparkinson drug used for 
maintenance therapy. 


Methods and Materials 


Forty chronic schizophrenic patients, 20 
women and 20 men, whose ages ranged be- 
tween 18 and 59 years, the mean being 41 
years, comprised the patient sample. All pa- 
tients were receiving thioperazine and tri- 
phenidyl, the latter having been given for 
the control of thioperazine-induced extrapy- 
ramidal reactions. Thioperazine had been 
administered for four months and tripheni- 
dyl had been given for at least three months. 
The daily dose of thioperazine ranged be- 
tween 3 and 120 mg., the mean being 31 mg.; 


From Research Department, Napa State Hospital, 
Imola, California. 


the daily dose of triphenidyl ranged between 
5 and 20 mg., the mean being 13 mg. 

The study was performed in a double blind 
manner with the placebo and UK-738 (2 mg. 
tablets) randomly assigned so that 20 pa- 
tients, 10 men and 10 women, received each 
drug. The patients were clinical assessed 
for the presence of extrapyramidal symp- 
toms and signs prior to the study. The un- 
known drugs, in a dosage of 1 tablet t.i.d., 
were then abruptly substituted for tripheni- 
dyl. Reassessments for clinical evidence of 
extrapyramidal reactions were performed 
daily during the 20 days of the study. When 
extrapyramidal symptoms and signs re- 
curred, it was planned to increase the dosage 
of the unknown drugs to 2 tablets t.i.d. be- 
fore reverting to the original triphenidyl 
dosage. Replacement with the original tri- 
phenidyl dosage was done if the extrapy- 
ramidal reactions worsened. 


Results 


All of the 10 wimen and 6 of the 10 men 
(80 per cent) receiving placebos redevel- 
oped extrapyramidal reactions and had to be 
restarted on their previous maintenance tri- 
phenidyl dosage. Of the patients receiving 
UK-738, 4 women and 2 men (30 per cent) 
had to be restarted on their previous tri- 
phenidyl dosage. By the fourth study day, 
significantly more of the patients treated 
with UK-738 were still receiving this drug 
than was true for the placebo-treated pa- 
tients who were still receiving placebos. The 
numbers of patients, and time of discontin- 
uing of drugs, are listed in Table I. 


TABLE I 


Numbers of Patients in Whom Unknown 
Drugs Were Discontinued 


No. Patients 0-5 Days 6-10 Days 11-15 Days 16-20 Days 
Placebo 5 6 4 Z 

(16 patients) 
UK-738 0 3 2 rz 


(6 patients) 
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Data concerning the 20 UK-738-treated 
patients are listed in Tables II, III, and IV. 
The average daily maintenance triphenidyl 
dosage for the patients in whom UK-738 had 
to be discontinued was 16 mg. It was 14 mg. 
for those in whom UK-738 had to be in- 
creased to 2 tablets t.i.d. (12 mg. daily) and 
11 mg. in those in whom the UK-738 dosage 
remained at 1 tablet t.i.d. (6 mg. daily). 

The previous maintenance triphenidy] dos- 
age was sufficient to control the reaction in 
the six patients in whom UK-738 had to be 


TABLE II 
Six Patients in Whom UK-738 Was 
Discontinued 
S85 5 Me. 
a on = Pad Pe 
BOS Saas AEA Az 
E.A. F 40 15 4 § 
N.T. F 30 20 6 7 
GB. F 8 15 3 8 
L.H. F 6 15 7 13 
w.c M 30 15 5 13 
M.S. M 45 15 5 19 
TABLE III 


Seven Patients in Whom UK-738 Was In- 
creased to 2 Tablets t.i.d. (12 mg. Daily ) 


90 

~ = ~ 

5 

Sia. M 30 10 3 

R.R. M 8 15 a 

M.M. F 40 10 4 

L.F M 60 15 

C.S. M 40 20 10 

Ck. F 40 15 12 

E.L M 24 10 19 

TABLE IV 


Seven Patients in Whom UK-738 Dosage 
Remained at 1 Tablet t.i.d. (6 mg. Daily) 


Maintenance 


Patient Sex Thioperazine Dose Triphenidy] Dose 


(mg./day) (mg./day) 
E.B. F 45 15 
M.B. F 40 10 
N.R. F 120 15 
M.S. F 15 5 
S.B. M 60 10 
M 10 
T.G. M 30 15 
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discontinued. UK-738 was well tolerated in 
all patients and no side reactions were ob- 
served from its use. 


Discussion 


UK-738 is a synthetic compound which 
has been modified from atropine. The main 
change is that the organic ester formed by 
tropic acid has been replaced by a benzhy- 
drylether linkage. May and coworkers’ 
treated 30 patients with phenothiazine-in- 
duced extrapyramidal reactions (24 with 
pseudo-parkinsonism, 5 with akathisia and 
one with a dystonic reaction) with daily dos- 
ages of UK-738 ranging from 1 to 4 mg. 
Satisfactory control was rapidly attained in 
all but one patient. The only side reaction 
reported was dryness of the mouth. 

Our data do not permit direct dosage com- 
parisons but suggest that UK-738 is approxi- 
mately equivalent on a mg. for mg. basis to 
triphenidyl as maintenance therapy for ex- 
trapyramidal reactions. This is indicated by 
the fact that the seven patients who previ- 
ously required an average triphenidyl dos- 
age of 14 mg. (range of 10 to 20 mg.) needed 
12 mg. of UK-738 for control and that the 
six patients who previously required an aver- 
age daily triphenidyl dosage of 16 mg. 
(range of 15 to 20 mg.) were not controlled 
by 12 mg. of UK-738. It cannot be said that 
the UK-738 dosage of 6 mg. which was ade- 
quate in seven patients was more effective 
than the previous daily triphenidyl dosage 
of 11 mg. (range of 5 to 15 mg.) for it is 
possible that the reaction might have been 
controlled at either lower triphenidyl dos- 
ages or that the triphenidyl was not re- 
quired. This latter possibility was not tested. 

We were unable to find any report in 
which the primary method of evaluating a 
new antiparkinson drug was similar to the 
one we employed. This method can only be 
used where there is a high recurrence rate 
following withdrawal of maintenance anti- 
parkinson drug and where placebo controls 
are used to document the actual recurrence 
rate. Comparison of dosages of the new and 
the maintenance antiparkinson can be made 
if the dosage of the new drug is varied, if 
care has been taken to establish the correct 
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dosage of the maintenance antiparkinson 
drug, and if all antiparkinson drugs are 
withdrawn in patients who show no recur- 
rence following substitution of the new drug. 


Summary 


A placebo and UK-738, a new antiparkin- 
son drug, were abruptly substituted for 
maintenance triphenidyl therapy which had 
been given for the control of thioperazine- 
induced extrapyramidal reactions. Within 
the 20 days of the study, this reaction re- 
curred in 16 of the 20 placebo-treated pa- 
tients (80 per cent) and in 6 of the 20 pa- 
tients (30 per cent) receiving UK-738. The 
difference is statistically significant. Al- 
though in this small number of patients, UK- 
738 appeared to be approximately equivalent 
to triphenidyl on a mg. for mg. basis as 
maintenance therapy for the extrapyramidal 
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reaction, the data do not permit accurate 
dosage comparisons. UK-738 was well tol- 
erated in the dosage range of 6 to 12 mg. 
daily. 


UK-738 (N-ethyl-nortropine-benzhydrylether-hy- 
drobromide) and placebo used in this study were 
supplied by Mr. H. Althouse, Sandoz Pharmaceuti- 
cals. 
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Comparative Effects of Librium and Taractan on Behavior 
Disorders of Mentally Retarded Children 


T. L. PILKINGTON, M.R.C.S. 


“Librium” is a derivative of 3H-1, 4-benzo- 
diazepine, and is a psychosedative unrelated 
chemically to other tranquilizers. Kinross- 
Wright’ reported its value in reducing anx- 
iety and tension in the psychoneuroses, and 
Voekel* demonstrated its marked superior- 
ity to meprobamate in sedating the agitation 
of many psychotic conditions. Kaim and Ro- 
senstein* have drawn attention to its anti- 
convulsant properties, and its effect on the 
EEG has been investigated by Armayor.* 

“Taractan” is a derivative of the thioxan- 
thene series, and is described as a “broad- 
spectrum” psychothopic drug with thymo- 
leptic properties combined with central se- 
dation and reduction of anxiety. Kruse’ re- 
ported its value in 30 patients suffering from 
chronic depression of mixed psychotic eti- 
ology, and Feer® confirmed the beneficial af- 
fective response in a trial on 88 patients, 
including a number of schizophrenics. Boit- 


From Cranage Hall Hospital, Cheshire, England. 
*Trademarks of Roche Products, Ltd. 


telle et al.’ suggested that it produced a 
rapid resolution of manic attacks, and Van 
Herck* found improvement in the behavior of 
all his mentally subnormal patients on a rel- 
atively high dose. 

It has been suggested that both Librium 
and Taractan have beneficial effects on the 
behavior disorders of mentally retarded chil- 
dren, especially those with psychopathy and 
epilepsy. In view of the above known effects, 
therefore, the present trial was carried out 
to investigate further the value in different 
categories of the disturbed retarded child. 


Procedure and Dosage 


Twenty-one mentally retarded children in 
hospital were selected because of sufficiently 
disordered behavior to be nursing problems. 
Their I.Q.’s ranged from 30% to 50% and 
ages from six years to adolescence. They 
were divided clinically into those showing 
severe tension and agitation (6), those who 
seemed to be primarily cyclothymic (7), and 
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those with “pure” (undifferentiated) behav- 
ior disorders (5). The remaining three had 
additional schizophrenic symptoms, and, out 
of the total group, seven suffered from epi- 
lepsy, on whom preliminary EEG’s were per- 
formed. Taractan was then given in doses 
ranging from 30-60 mg. per day in divided 
doses to the cyclothymic group, and Lib- 
rium, 40-60 mg. per day, to the remainder, 
including the epileptics. 

The trial was continued for eight weeks. 
during which all bloods and urines were pe- 
riodically examined, and showed no abnor- 
malities. The EEG’s on the epileptics were 
repeated at six weeks and again a month 
after the cessation of the trial. Special men- 
tal assessments by the same observer were 
made at the start, 4 weeks, 6 weeks, 8 weeks, 
12 weeks and 18 weeks, and all previous 
drugs were stopped during the trial apart 
from the continuance of phenobarbital as an 
anti-convulsant. 


Results and Side Effects 


There were no side effects with Taractan, 
apart from a temporary drowsiness in one 
patient; four of the 14 patients on Librium 
showed drowsiness at the beginning which 


DISEASES OF THE NERVOUS SYSTEM 


OCTOBER 


disappeared on reducing the dose. One pa- 
tient’s incontinence was made worse, and an- 
other patients, who was not regarded as an 
epileptic, had a grand mal seizure when the 
drug was stopped. 

Out of the total group on both drugs, 57% 
showed some behavioral improvement, in 
some cases a great deal (e.g., nursing staff 
requested a patient be put back on the drug, 
a mother reported child’s vastly improved 
behavior on leave). Within the different clin- 
ical groupings, however, there was marked 
disparity of effect, as shown in Table I. Lib- 
rium improved 83% of those patients with 
severe tension and agitation, but had little 
effect on the ‘‘undifferentiated”’ behavior dis- 
orders, and made the schizophrenics worse. 
Taractan produced an 86% improvement in 
those patients with cyclothymia. 

A striking effect was seen in the EEG’s 
of the seven epileptics on Librium (see Ta- 
ble II), five of whom became normal, and 
the remaining two showed improvement. 
Four weeks after the end of the trial all the 
EEG’s had reverted to their original abnor- 
mal state, and only one of the three patients 
who showed mental improvement retained 
this after the trial. Although the total num- 
ber of fits was low in any case, it is signifi- 
cant that they were reduced to 10% of their 


previous level during the trial. 
> Discussion 
— a a The results confirm that both drugs have 
MENTAL CONDITION ANDDRUG 3 place in the treatment of the behavior dis- 
Severe tension with agitation orders of mentally retarded children, but, as 
(Librium ) eno eeadehn shebenkae tid 6 5 0 1 83 in the use of so many new drugs of the tran- 
Undifferentiated behavior dis- uillizer and th lagtio t i tal aub 
orders (Librium) ................. 5 1 4 0 2 4 
Schizoid (Librium) 0... 3 0 1 2 © Hhormality, it is necessary to investigate the 
Cyclothymia (Taractan) ........ 7 6 1 0 86 underlying causes, and particularly the in- 
TABLE II 
Epileptics on Librium 
E.E.G. | E.E.G. | Mental state | 3 E.E.G. at | Mental state Ba x | 
before start) at 6 weeks | at 6 weeks | 12 weeks | at 12 weeks | 
| | Ba | 
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dividual reaction-types.” When _ tentative 
clinical groupings are made, it is seen that 
Librium has its main effect on patients with 
severe tension, and Taractan produces excel- 
lent results in the cyclothymes. 

Comment must be made upon the remark- 
able effect of Librium on the EEG’s of the 
epileptics, whereby they were all made nor- 
mal or nearly normal, even if they did not 
show frank epileptic changes at first. This 
is apparently accompanied by a considerable 
reduction in fits, and, to a lesser degree, by 
mental improvement, all of which disappears 
on stopping the drug. This may be partially 
due to potentiation of the barbiturates but 
this antiepileptic use of Librium certainly 
appears worthy of further investigation. 


Summary 

The uses of two psychotropic drugs, “Lib- 
rium” and ‘“Taractan,” on the behavior dis- 
orders of mentally retarded children were in- 
vestigated. It was found that Librium had 
pronounced value for those with agitation 
and underlying tension, and Taractan stab- 
ilized the mood of the cyclothymes, Ad- 
ditionally, Librium was found to have a re- 
markable facility for normalizing the EEG’s 
of epileptics. The necessity for preliminary 
clinical assessments of the mentally subnor- 
mal into tentative reaction type is stressed. 
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Dimensions of Change in Psychiatric Symptomatology 


DONALD R. GORHAM, PH.D., and JOHN E. OVERALL, PH.D. 


In three separate multivariate studies 
based on data derived from both chronic and 
acute patient populations, a surprisingly con- 
sistent group of symptom-change factors has 
emerged. The purpose of these analyses was 
to identify primary psychiatric symptoms 
which are sensitive to change during drug 
treatment. The present paper describes the 
symptom-change factors and discusses an 
initial attempt to develop a psychiatric rat- 
ing scale utilizing the symptom constructs 
identified in the analyses. 

The foundation for the present work was 
laid by Dr. Maurice Lorr and his associates 
who developed the comprehensive symptom 
and behavior rating scales which provided 
data for our analyses.‘ Two of the analyses 
were undertaken on change-scores for the 40 
items of the psychiatric interview portion of 
the original Lorr scale—the MSRPP.’* The 
third analysis involved item change scores 
from the new and revised Lorr scale—the In- 
patient Multidimensional Psychiatric Scale. 

The approach that we have taken in at- 
tempting to develop an instrument specifi- 
cally suited to the evaluation of symptom 
change during drug treatment is based upon 
the assumption that the experienced clinical 
psychologist or psychiatrist perceives the 
patient in terms of a set of somewhat ab- 
stract symptom concepts. Through empirical 
analysis of change-scores on molecular 
symptom rating items, we have attempted 
to identify symptom molecules which change 
together as the condition of the patient 
changes. Through the process of ‘“interpre- 
tation,” we have attempted to identify the 
meaningful symptom construct or concept 
which best represents each symptom-change 
cluster. Finally, we have attempted to con- 
struct a rating scale which will permit the 
experienced clinician to rate the psychiatric 
condition of the patient using the same type 
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of abstract symptom concepts which we be- 
lieve that he normally employs in consider- 
ing a patient. 

The unique direction of our approach is 
best recognized by comparison with the com- 
prehensive, molecular symptom rating scales. 
The latter approach, which has proved very 
valuable, has attempted to remove the con- 
ceptual and perceptual contribution of the 
rater through concentrating attention on 
molecular bits of symptomatology and be- 
havior which can be rated objectively. The 
molecular bits are then synthesized statisti- 
cally into composite factor scores. The ap- 
proach which we are investigating assumes 
that the trained perceptual and conceptual 
abilities of the observer can be utilized to 
effect the synthesis of symptom bits and that 
objective patient evaluation can be accom- 
plished more meaningfully and more effi- 
ciently in terms of higher order symptom 
constructs. 

A single 7-point rating scale was devel- 
oped for use in characterizing the psychi- 
atric condition of the patient in each of the 
discrete symptom-change areas. To avoid 
bi-polar type scales, some symptom continua 
were divided into two segments, each repre- 
sented by a single scale. Grandiosity and 
inferiority and motor excitement-retardation 
are examples of this type of division. The 
14 scales required ratings on the following 
symptom constructs: 


(1) Physical complaints 

(2) Tension-anxiety 

(3) Feelings of inferiority 

(4) Emotionai unresponsiveness 
(5) Conceptual disorganization 
(6) Guilt feelings 

(7) Mannerisms, posturing 

(8) Grandiosity 

(9) Depression of mood 

(10) Hostility 

(11) Paranoid suspicion 

(12) Hallucinatory behavior 
(13) Motor retardation 

(14) Motor excitement 


1961 


It would be recognized that these concepts 
correspond to the interpretation of empirical 
factors, several of which are directly equiv- 
alent to Lorr factors and a few of which 
correspond to additional factors which were 
found in the analysis of change-scores. In 
our initial attempt to develop a rating scale 
capable of evaluating patient change, we 
conceived of the task of the rater as involv- 
ing an explicit synthesis of discrete bits of 
behavior. Each concept was elaborated in 
terms of the specific components associated 
with it, and the rater was asked to make a 
global rating of the general severity of 
symptoms in each specific factor area. For 
example, the scale item concerned with ten- 
sion and anxiety was worded as follows: 


“Tension-anxiety. The extent of symptoms of 
tension and anxiety ranging through: mild ner- 
vousness, fidgeting; occasional tremors or twitch- 
ing; sweating; frequent tremors or twitching; oc- 
casions of apprehension in the interview setting; 
pervading apprehension during the interview; para- 
lyzing anxiety throughout the interview.” 


For conceptual disorganization the scale 
item was worded as follows: 

“Conceptual disorganization. The extent of dis- 
ruption of thought processes, ranging through: ir- 
relevance; inconsistency; confusion; disconnected- 
ness; disjointedness; autism and bizarreness; com- 
plete confusion and lack of intelligibility.” 


The task in each case was to consider all 
of the specific symptoms and behaviors fall- 
ing within a conceptual domain and to arrive 
at a judgment of severity of pathology in 
that area. These fourteen scale items rep- 
resented our first attempt at a brief rating 


DISEASES OF THE NERVOUS SYSTEM 


BRIEF SCALE ITEMS 


AVERAGE RATINGS 


SSEL SCH! ZOPHRENIC 
(N=32 


Fig. 1. Profiles of two diagnostic groups. 
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scale. On the basis of subsequent empirical 
results, these items have now been modified, 
and we have what we believe is an improved 
form of the brief scale under empirical eval- 
uation at the present time. 


Inter-Rater Reliability 
A total of 130 ratings were obtained for 
45 patients. The majority of these were 
based on a routine diagnostic staff meeting. 
Ratings made by one psychiatrist and one 
psychologist were randomly selected for 
each patient and reliability coefficients were 


TABLE I 


Inter-Rater Consistency 
Based on Two Raters on Each of 45 Patients. 


ITEM 
4. Emotional unresponsiveness 
5. Conceptual disorganization. .64 
“POStUPING ©. .62 
.60 
PA SUSPICION! 58 
12) Hallucinatory DENAVION -70 

TABLE II 


Significance of Discrimination Between 
Diagnostic Groups 


A&B A&C B&C 
ITEM F F F 

1. Physical compiaints 2.27 2.66 01 
2. Tension-Anxiety 1.39 11.327 3.41 
3. Inferiority feelings 2.01 14.387 3.51 
4. Emotional unresponsiveness 1.10 .06 33 
5. Conceptual disorganization .03 30.337 26.767 
6. Guilt feelings 1.36 12.097 2.46 
7. Mannerisms, posturing 34 44 1.53 
8. Grandiosity .00 11.387 18.907 
9. Depression 4.08 45.737 9.827 
10. Hostility .00 .30 16 
11. Paranoid suspicion 14. 6.50* 8.457 
12. Hallucinatory behavior .78 4.06" 
13. Motor retardation 93 .07 .28 
14. Motor excitement 1.91 56 3.55 


Group A (N = 20): Schizophrenic 
GrRouP B (N = 12): Schizophrenic: paranoid 
GROUP C (N = 16): Depressed 


7.01 Level of confidence. 
* 05 Level of confidence. 
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obtained using the product-moment correla- 
tion coefficient. All of the raters had had 
no previous experience with this scale. The 
inter-rater reliabilities for the 14 scale items 
are presented in Table I. Considering that 
these coefficients represent consistency be- 
tween two raters on single 7-point scales, 
some of the coefficients appear reasonably 
high. Physical complaints, conceptual dis- 
organization, mannerisms and_ posturing, 
grandiosity, depression, hostility, hallucina- 
tory behavior, and motor retardation were 
items for which true differences between pa- 
tients accounted for more than 60 per cent 
of the total variance in ratings. 

The reliability coefficients presented in Ta- 
ble I in conjunction with first-hand clinical 
experience in use of the tentative brief scale 
resulted in the revised version which is now 
being tested. Each scale item with a reli- 
ability of less than .60 was either modified 
extensively or dropped from the revised 
scale. Preliminary results indicate that it 
will be possible to bring the reliability of all 
the new scales up to an acceptable level. 


Validity for Patient Classification 


Of 48 patients for whom ratings on the 
brief scale are available, 12 were classified as 
paranoid schizophrenics, 20 were mixed and 


DISEASES OF THE NERVOUS SYSTEM 


OCTOBER 


unclassified schizophrenics, and 16 had de- 
pressive diagnoses. The potential usefulness 
of individual scale items in discriminating 
between diagnostic groups was examined for 
each of the three diagnostic comparisons. In- 
terestingly enough, no single scale discrimi- 
nated significantly between paranoid schizo- 
phrenics and the general schizophrenic group 
(Table II). This was not too surprising to 
us since the general schizophrenic classifi- 
cation is undoubtedly very heterogeneous 
and the diagnoses may be quite doubtful. The 
interesting thing is that the depression scale 
showed the greatest separation between the 
paranoid and general schizophrenic groups. 
The finding of a strong depression factor in 
paranoid schizophrenics is in agreement with 
other reported results. Notably, Dahlstrom 
and Prange recently published a comparison 
of MMPI profiles for depressed and paranoid 
schizophrenic patients.’ The depression peak , 
is quite evident in their profiles for paranoid 
schizophrenics also. 


The general schizophrenic group differed 
significantly from the depressed group on 
seven out of the 14 scales, and the paranoid 
schizophrenics differed from the depressed 
patients to a significant degree on five out 
of the 14 scales. These areas of difference 
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are noted in Table II which presents the F- 
ratios for the various comparisons. 

Since the two schizophrenic groups were 
not found to differ significantly from each 
other, they were combined to yield the pro- 
files presented in Figure 1. In general, de- 

‘pressed patients were more tense and anx- 
ious, had more feeling of inferiority, more 
guilt feelings, and much more depression. 
Schizophrenic patients were higher in para- 
noid suspicion, conceptual disorganization, 
grandiosity, and hallucinatory behavior. 

Because of the differences between the two 
diagnostic groups on a number of scale 
items, an attempt was made to see whether 
any items or combinations of items would 
accomplish a differential diagnosis. Figure 2 
indicates that the two items on which the 
groups differed most widely, when used in- 
dividually, were not very useful in classify- 
ing the patients. However, by combining the 
two scales, depression and conceptual dis- 
organization, only one error of misclassifi- 
cation resulted in attempting to assign the 
48 patients to the proper diagnostic groups. 
This indicates that an essential distinguish- 
ing characteristic between depressed and 
schizophrenic patients consists of the con- 
trast between conceptual disorganization and 
depressive symptomatology. Considering the 
fallibility of clinical diagnosis, we feel that 
this is strong evidence for the potential use- 
fulness of a brief rating scale in quantitative 
approaches to psychiatric diagnosis. 
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Primary Dimensions of Differences Between 
Patients Within Diagnostic Groups 


Examination of differences between pro- 
files for different diagnostic groups suggests 
certain primary dimensions of difference be- 
tween different types of patients. The next 
question which concerned us was whether 
there are certain more basic dimensions of 
difference between individuals within the 
groups. The 14 measures were intercorre- 
lated over patients within diagnostic groups 
to yield the matrix of intercorrelations pre- 
sented in Table III. Note that the differ- 
ences between diagnostic groups have been 
partialled out and that group differences do 
not contribute variance to the correlations 
displayed in this table. 

The intercorrelations will reveal clustering 
of scale items which corresponds to certain 
higher order constructs of psychopathol- 
ogy (Figure 3). “Emotional unresponsive- 
ness,” “motor retardation” and ‘‘mannerisms 
and posturing” all involve overt physical 
manifestations of mental illness. ‘“Inferior- 
ity,” “depression,” and “guilt feelings” are 
pretty clearly part and parcel of the psy- 
chiatric symptom construct of depression. 
“Paranoid suspicion” and “hostility” are rec- 
ognized to be jointly involved in a familiar 
psychiatric syndrome, and “hallucinatory 
behavior” and “conceptual disorganization” 
represent another familiar syndrome. The 
interesting thing about these clusters is that 
they represent dimensions of difference be- 


TABLE III 
Within Diagnostic Groups Correlation Matrix 
Based on 130 Ratings on 48 Patients: 16 Depressed,12 Paranoid Schizophrenic, 20 Other Schizophrenic 
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tween patients within diagnostic groups. In- 
dividual schizophrenic patients can be char- 
acterized as having a certain degree of mo- 
tor disturbance, a certain degree of concep- 
tual disturbance, a certain degree of affec- 
tive disturbance, and a certain degree of in- 
terpersonal disturbance. Different patients 
vary in the relative amounts of these differ- 
ent kinds of disturbance in functioning. 


Summary 


1. Factor analytic studies of three sepa- 
rate patient populations have identified pri- 
mary psychiatric symptoms which are sen- 
sitive to change during drug treatment. 


2. An attempt has been made to construct 
a brief rating scale in which these primary 
symptoms are rated by the clinician as ab- 
stract symptom concepts. 


3. Reliability and validity data, based on 
130 ratings of 48 patients are presented. 
Utilizing these findings, a revised Brief Psy- 
chiatric Rating Scale of 16 items has been 
prepared. 


4. Intercorrelations between items, with 
diagnostic differences partialled out, reveal 
clusters which correspond to certain higher 
order constructs of psychopathology. 


5. The high degree of success with which 
two items combined distinguished schizo- 
phrenic patients from depressed patients 
suggested the potential usefulness of a brief 
rating scale in quantitative approaches to 
psychiatric diagnosis, 
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Experiences in the Operation of a Geriatric Hospital 


JOHN F. Gray, M.D. 


This paper is intended to outline the devel- 
opment of a geriatric hospital. The hospital 
discussed is located in a suburb of Tulsa, 
Oklahoma, and is operated by an internist 
and myself. The physical plant consists of 
a main building and cottage buildings lo- 
cated on a wooded, 15-acre area. The struc- 
tures are of brick construction and were 
built in the 1920’s as a general hosp:tal but 
after the death of the operating directing 
physician during World War II it was op- 
erated by an osteopath group as a sanita- 
rium until May 1957. The grounds and 
building are owned by a foundation and the 
present operation is on a lease arrangement. 
A total of 58 private rooms are available 
and the census at present is averaging 
slightly over 40 patients. The rates run 
from $300.00 to $500.00 per month, depend- 
ing on type of room, whether air-conditioned, 
with or without bath, etc. 


Medication beyond laxatives and other mi- 
nor items are additional. Regular rounds 
are made by either the internist or myself. 
Patienis may have referring physicians care 
for them and many do. No charges are made 
for our services. The staff consists of a 
business administrator, his secretary, and a 
chief nurse. A registered nurse is in charge 
of each 8-hour shift. L.P.N.’s and aides 
make up the rest of the nursing staff. Some 
patients may have 24-nour nursing care or 
for the 8-hour shift from seven A.M. to three 
P.M. Others are cared for by the regular 
staff. The ratio of patients to personnel is 
approximately one to one, The kitchen staff 
numbers eight, plus dietician, and the main- 
tenance force comprises three workers. Some 
rooms are carpeted, others have tile or 
linoleum-type covering, the latter being the 
more desirable for incontinent patients. 
Room furnishings vary from case to case. 
For less sick patients, there is early Ameri- 
can maple or cherry furnishings. The rooms 
for sicker patients are fitted with general 
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hospital beds and like furnishings. Patients 
may bring in TV or radio if they desire, and 
in scme instances have a favorite desk or 
chair. 

Compensation, insurance, and personal in- 
jury liability and malpractice insurance are 
carried. Pension or retirement benefits have 
not as yet been set up but it is hoped that 
in the near future this can be included. Day 
rooms are air-conditioned and television is 
provided, Local churches from Sand Springs 
and Tulsa conduct weekly services, and the 
ministers are at liberty to call at any time. 
Visiting from the family is the same as in 
other hospitals except for isolated incidences 
where visitors are upsetting to the patients. 

An accountant checks our books and fur- 
nishes a report each month to keep us in- 
formed regarding the financial standing of 
the hospital. The hospital was started from 
bare rooms; all furniture, sterilizers, bed- 
pan sterilizers, floor polishers, kitchen equip- 
ment (stoves, refrigerators, etc.), and dishes 
were purchased. For the first 18 months 
personal subsidation was necessary to meet 
payrolls, new equipment, insurance, ‘etc. 
Since that time it has carried itself but has 
not yet been able to reach a paying basis as 
new or additional equipment continue to be 
necessary with increased patient loads. No 
Hill-Burton or small business money has 
been drawn on although these funds are 
available. Local banks have provided the 
financing. Our administrator has authority 
and responsibility of general operation. The 
chief nurse has the authority and responsi- 
bility for nursing care subordinate to the ad- 
ministrator. Our patients range in age from 
54 to 93, with a ratio of two women to one 
man, Their presenting conditions range 
from Parkinson disease with complicating 
conditions; strokes that are bedfast; arterio- 
sclerotica and senility. 

Our program of care is adapted to the in- 
dividual needs of the patient. Recreational 
and occupational activities are attempted in 
all instances. We find that this takes a 
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great deal of pushing on the part of the per- 
sonnel. The group as a whole would remain 
inactive if allowed to do so. Our grounds 
are spacious and afford the opportunity for 
walking for all ambulatory patients, how- 
ever very few if any of this group show in- 
terest in going for walks. An area of a hun- 
dred feet around the main building would 
furnish all the space that is actually used. 
Birthdays and anniversaries are celebrated 
by the group. Church affords the main in- 
terest of all, Patients who possibly can, 
dress and either walk or go in wheel chairs 
to a large day room where the services are 
held. One notes a joining-in of the group 
in hymn singing and attention to sermons, 
even in the patients in whom there is some 
question as to how much they comprehend. 

The combination dayroom and TV room, 
the center of all social activity, can be di- 
vided. The dominant matron in the group 
presides in the TV room, selecting the pro- 
gram and her favorite chair. Thus far no 
male has challenged her authority. Consid- 
erable anxiety is aroused in many instances 
when some patients feel that others are get- 
ting more attention from nurses and doc- 
tors. Past history of such patients is usu- 
ally of a lifelong self-centered nature. Kind- 
ness and tolerance by nursing personnel 
are among the most important factors in 
care of an older age group. The demands 
of many for reassurance is endless, The 
aphasic stroke is most difficult and the 
nurse’s or physician’s trivial act of check- 
ing the pulse and looking at the tongue can 
be very reassuring to these elderly patients. 
Barbers make regular visits to the hospital 
and beauticians come on regular appoint- 
ments. Even a 93-year-old lady is interested 
in her appearance, and no doubt, the added 
individual attention is a factor in lifting her 
morale. 

The problem of medical management rests 
with the referring physician, or he may, in 
turn, delegate this responsibility to us. We 
find most patients at time of admission have 
been eating poorly and in many cases are 
malnourished. Some strokes require tube 
feedings at onset. Many have been living 


alone and this, in most instances, accounts 
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for their poor state of nourishment; many 
need tube feeding. We routinely place such 
cases on parenteral B-complex, iron or B-12 
if needed. The patient with confusion or 
memory defect is placed on L-glutavite or a 
similar product, such as nicotinic acid and 
metrazol, Barbiturates are withdrawn and 
tranquilizers are substituted if necessary. 
We use Thorazine, Sparine, Trilafon, Phen- 
ergan, Mellaril, Pacatal, Vesprin, Equanil, 
Deprol among others. Sparine and Phener- 
gan are the most frequently used. Librium 
has been used cautiously, due to its tendency 
to cause loss of equilibrium. Placebos are 
used both orally and parenterally. Diuril is 
used in hypertensive and decompensated 
cases. Doriden in combination with Phener- 
gan is used in the patients with difficulty in 
sleeping. Energizers such as Nardil, Mar- 
plan, Tofranil, are used with caution in de- 
pressed situations. 


In disturbed patients some combination of 
tranquilizers is found to be effective, and 
this is usually individualized. A sound-proof 
room is available for disturbed or noisy pa- 
tients, until their situation can be brought 
under control. This enables one to sedate pa- 
tients gradually rather than overwhelming 
them with drugs, as would be the case when 
other patients and nurses want them to be 
quieted down immediately. Antibiotics are 
used as indicated for respiratory and urinary 
infections. Incontinent patients have in- 
dwelling catheters for bladder and wear dia- 
per-type pads for bowels. Feeder-type pa- 
tients require much more attention than 
others due to their complete helplessness. 
Bed sores are treated by dryness, open air, 
tincture of benzoin, 


In general I can say the experience of set- 
ting up the above type operation has been 
gratifying, even though not profitable. How- 
ever, I feel that this, too, is a distinct pos- 
sibility in the future. The need in our com- 
munity and in any community is increasing 
and it is the responsibility of the medical 
profession to provide the means of satisfying 
this need. 


208 Utica Square Medical Center, Tulsa 14, Okla- 
homa. 
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Psychiatry in the Near East and Far East 


WILLIAM HOLT, JR., M.D. 


On July 1, 1960, 16 members of the Eastern Psy- 
chiatric Research Association and nine wives and 
daughters began a group West-to-East World Tour 
by jet planes with six major stops in the Near and 
Far East, for scientific programs in which its mem- 
bers participated. The host countries’ medical col- 
leges shared in these scientific exchanges of view- 
points on psychiatry in Tokyo, Hongkong, Bangkok, 
New Delhi, and Jerusalem. At this last point the 
group divided to cover Europe from Moscow to 
Madrid prior to returning to New York. The au- 
thor chose Athens and Istanbul as stops for further 
study of psychiatric facilities for patient care and 
post graduate training. 

After shakedown stops in Los Angeles and Hono- 
lulu the group visited the University of Tokyo Psy- 
chiatric Clinic of Professor Haruo Akimoto and the 
Tokyo Metropolitan Matsuzawa Hospital. Good 
polygraph research was in progress at Dr. Aki- 
moto’s Clinic. The 1120 bed Matsuzawa Hospital 
built in 1919 had a highly productive farm and oc- 
cupational therapy industries, and a hopeful, quiet, 
dignified but plain atmosphere where color was ab- 
sent except in the flowered walks and attractive 
textile weaving. 

The Japanese Neuropsychiatric Society gave a 
joint scientific meeting at which very capable trans- 
lators for Japanese speakers helped us to appreci- 
ate the high caliber of our Japanese colleagues’ pa- 
pers and comments on our own contributions. The 
reception and social contacts made us feel we were 
among the most able, friendly and polite people we 
had ever met. 

The number of mental hospital beds available in 
Japan is far lower than we expected. The patient 
population showed a greater predominance of schiz- 
ophrenia (72%) and a lower incidence of organic 
psychoses (5.1%) than is usual in U.S. state hos- 
pitals. Noteworthy was the fact that general pa- 
retics outnumbered manic depressives by more than 
5:1, and amphetamine addiction outnumbered alco- 
holics. The nurse-patient ratio was 1:11; the doc- 
tor-patient ratio 1:62. The average age of patients 
was 40.1 years, and the average length of hospi- 
talization was 8 years. 

In 1959 some 785 patients received pharmacother- 
apy; 52 received electroshock therapy; 10 lobotomy; 
and only 140 received no specified therapy. There 
were 229 admissions and 206 discharges of whom 


Report of Eastern (U.S.A.) Psychiatric Research 
Association 1960 Round-the-World Tour. 

Read at a meeting of the Eastern Psychiatric Re- 
search Association Feb. 1961. 


135 were improved. Dr. Herbert Spiegel of our 
group visited a private mental hospital for Bud- 
dhist monks where he found a religious contempla- 
tive ‘Zen School” of psychotherapy very effective 
for neuroses in an open voluntary institutional set- 
ting. 

After pleasure tours of Kyoto, Nara and Nikko 
we flew to Hongkong. Here Dr. Yap of the Univer- 
sity Mental Hospital proudly showed us a colorful, 
new 500 bed mental hospital recently opened in the 
new territories, 15 miles from the University, across 
the picturesque bay. This institution was superbly 
but functionally furnished and attractively designed. 
The Chinese Medical Society gave a reception at the 
home of its President, Dr. Chuing, which crowned 
our pleasure in the visit to what could well be called 
the most beautiful port in the world. 

The scientific program of our hosts showed a far 
higher incidence of depressive reactions admitted 
here (20%) than in Japan (0.7%). Acute confu- 
sional insanity (35%) was the largest group of 
admissions, similar to our ‘“‘acute organic brain syn- 
drome.” Here opium addiction was an admitted so- 
cial problem but led to few mental hospital admis- 
sions. The poverty of refugees, overcrowding in 
the city, and inadequacy of educational facilities are 
major problems of even greater importance. 

Five days later, after a brief visit to Portuguese 
Macau, we flew on to Bangkok. Here we were in 
the Venice of the East, a colorful metropolis full of 
gilded temple towers, with as great an auto traffic 
problem on land as boat traffic congestion on the 
river and canals. 

We visited the Prosat Hospital opened in 1957 
for the care of non-psychiatric nervous and mental 
disorders. Here the Director, Dr. Prasop Ratana- 
korn, arranged our joint scientific meeting after a 
tour of this very modern hospital and a most beau- 
tiful garden and auditorium. At the reception af- 
terwards we learned that a high proportion of the 
younger native trained physicians are women. The 
Director of one of the three provincial mental hos- 
pitals was a young woman under 35 years of age. 
The population is quite animistic in its concepts, 
placing a tiny house ‘for the spirits” at a corner 
of the yard to “protect” the occupants of the main 
house, but the physicians have had good training 
and are working hard to educate as well as treat the 
community. The admissions to mental hospitals 
here are similar to those in Japan except a some- 
what higher proportion of depressions (10%) are 
cared for and the closed ward hospitals have a low 
proportion of disorders due to aging. One small 
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(100 bed) home for the aged with no relatives was 
considered adequate for this country of 20 million. 
We then flew to New Delhi, capital of divided 
India, a city of contrasts, farmyard beasts in the 
main streets but jet planes overhead and an air con- 
ditioned hotel not far from a girls’ high school 
housed in tents. Our scientific program was pre- 
sented at the large Irwin Municipal Hospital. The 
discussion offered by our hosts was of a high order. 
The best appeared to be from those who had jour- 
neyed the farthest, Dr. Lalkaka of Bombay and 
others from Bombay and Agra. We were told that 
Delhi, a city of nearly two million, had no mental 
hospital near enough for us to make a visit. 


Half of our group flew to Kashmir to avoid the 
oppressive August heat. There we were pleased to 
find in Srinigar, a small (50,000) city of predomi- 
nantly Moslem textile workers, a medical school and 
a 200-bed mental hospital newly organized by the 
one psychiatrist of this region below the Western 
Himalayas, Dr. Khushu. He used electroconvulsive 
therapy freely in manic depressive and involutional 
reactions, employing muscle relaxants. Reserpine 
was little used here though it originated in India, 
as it too often led to depression. Thorazine and 
Ritalin were the commonly used tranquilizer and 
stimulant drugs. He had a group on psophglactic 
monthly ECT. In this area asthma was common 
and the Indian doctors were eager to learn what 
methods of treatment of the emotional component 
we advocated in this and other psychophysiologic 
disorders. 


In early August we proceeded to Jerusalem via 
Teheran and Tel Aviv. Dr. Winnik had a well or- 
ganized joint program ready at the auditorium of 
the Hebrew University Medical College. The pa- 
pers presented by his colleagues were excellent and 
would have pleased the most sophisticated Ameri- 
can professional audience. Psychiatry in Israel to- 
day is certainly on a par with the best we point to 
with pride along our Eastern Seaboard. Here psy- 
choanalysis and group therapy are well advanced 
in marked contrast to the countries previously vis- 
ited. 

On leaving the tour group, I proceeded to Istan- 
bul where I visited the 3,500 bad Bakeka Govern- 
ment Nervous & Mental Hospital on the outskirts. 
Istanbul has a small French (private) Mental Hos- 
pital and a 100 bed University Psychiatric Clinic 
for teaching, but the bulk (6,000 in 1958) of psy- 
chotic admissions come to Bakeka. About 80% of 
admissions are discharged back to their homes in 
a few months. Schizophrenia predominates, but 
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20% are depressions. Electroshock is widely used 
but without any muscle relaxant and with no ap- 
parent complications. Insulin coma treatment is 
used for the schizophrenics not responding to ECT. 
I observed nurses in the operating room and in the 
neurosurgical ward only, but all wards were quiet 
and clean and patients were clothed and well 
treated, though in locked compounds. Power laun- 
dry equipment had given out several years ago and 
its replacement had proved impossible though con- 
sidered the most urgent need by the Director, Dr. 
Farouk Bayulkem. Salaries are too low to recruit 
needed nurses. Medical service in all specialties is 
offered to the surrounding communities by the out- 
patient clinic housed on the ground floor of the neu- 
rological hospital building. ; 

Our next stop was Athens. Here I visited the 
Dromokaition Clinic, a private 880 bed mental hos- 
pital of which Mr. Myradakis is the Administrator. 
His staff contained a well trained group of doctors, 
several educated in the United States. There was 
no nurse shortage and the ratio of graduate nurses 
to patients was high, 1:6. About one-third of the 
patients are free to leave the grounds at will. The 
activity program was excellent. Patient govern- 
ment, patient newspaper, group and individual psy- 
chotherapy, occupational therapy, farm work ther- 
apy, a school for illiterates, outdoor sports and 
theater were in operation as well as electroshock 
and pharmacotherapy. All this was available at 
$3.00 per day. 

The 600 indigent government supported patients 
cost the taxpayer $1.50 a day. The excellent dairy 
and farm production apparently helped keep down 
costs. The improvement and discharge rate was 
excellent for the chronic type of admissions re- 
ceived here. The liberal nurse’s salary and avail- 
ability of trained personnel appeared the key to 
their remarkable success. 

In conclusion I would report that only in Israel 
is analytic psychotherapy on a par with that avail- 
able along the Eastern Seaboard of the United 
States. The hospital visited in Greece is on a par 
with the best of our mental hospitals of comparable 
size. Psychiatry is largely intramural institutional 
psychiatry in all the countries visited. Training of 
psychiatrists is not yet standardized and well or- 
ganized though beginnings have been made. In all 
the countries visited the leaders in psychiatry have 
had good training but are handicapped by inade- 
quate government support. Patient care everywhere 
is above what was average in the United States 30 
years ago and is as good as that offered in our own 
backward areas. 
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Anti-Psychotic Spectrum of Proketazine 


ANTHONY SAINZ, M.D. 


The report of Proketazine is intended to 
be purely clinical, shorn of any but the most 
essential statistics. Data concerning the 
chemistry of the drug, human pharmacol- 
ogy, toxicology and a detailed statistical 
analysis of results in controlled studies in- 
volving 809 patients have been presented 
elsewhere.’ Our basic data may be sum- 
marized as follows: Proketazine (carphena- 
zine) is a phenothiazine derivative contain- 
ing a perpenyl side-chain and a piperazine- 
propyl prosthetic group . This type of com- 
pound has, in our experience, shown the 
most marked effect in the treatment of 
chronic types of schizophrenias. Of differ- 
ent compounds studied to date, Proketazine 
has evidenced this property to a greater de- 
gree than previous drugs. 


TABLE I 


Therapeutic Effect of Various Phenothia- 
zines in Chronic Schizophrenias 
Chlorpromazine 


Although this drug has varying degrees 
of usefulness in a number of psychiatric con- 
ditions, according to our data, its maximum 
usefulness is in the chronic schizophrenias; 
its spectrum analysis will be restricted to 
such patients. 

Two forms of the drug were studied: the 
hydrochloride and the dimaleate. The latter 
is preferred as having shown more even ab- 
sorption, more consistent blood-levels—with 
consequent diminution of the hit-and-run ef- 
fect—and less side-effects than the former, 
both in oral and injectable forms. All refer- 
ences will be to this salt. 

The research design employed involved 
the use of exogenous and endogenous con- 
trols and application of our triple-blind tech- 
nique. Psychiatric changes were evaluated 


From Marcy State Hospital, Marcy, New York. 
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by means of the Marcy Psychiatric Rating 
Scale and results were statistically analyzed. 

The sample reported on consisted of 
chronic schizophrenics, and was as homo- 
geneous as possible; all patients included in 
this study had shown, for at least three years 
prior to evaluation, dereistic or more grossly 
disturbed thinking, impairment of abstract 
concept formation, partial or more severe 
loss of reality contact and affective dullness, 
fixity or inappropriateness, All had received 
prior intensive treatment with one or more 
forms of shock treatment or phrenopraxic 
drug therapy, and all received, for three 
months at least prior to the start of this 
study, comprehensive occupational and re- 
creational therapies. Early placebo reactors 
were culled by means of our placebo-exclu- 
sion technique, so the sample studied con- 
tained only presumed non-placebo reactors. 
How necessary these precautions were may 
be seen by comparing results of administer- 
ing different drugs to groups of unscreened 
patients (patients selected randomly, on the 
basis of length of continuous hospitalization 
three years or more and similar objective 
mental characteristics, but without placebo 
or other control procedures) and to equal 
percentage groups of our controlled study 
groups: 

TABLE II 
Therapeutic Results 


Comparison of Controlled and Unscreened 
Patient Populations 


(Weighed on % Basis) 


Unscreened Controlled 
% %o 
ChlorpromazZime 24 5 
CarphenaZine® 51 30 


All chronic schizophrenics. 


The results in our controlled study group 
showed that 19.7% of all types of chronic 
schizophrenics showed either total or partial 
remission of objective signs, 31 patients 
having been discharged so far and 44 await- 
ing placement procedure completion. Pa- 
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tients who showed clearly measurable im- 
provement, i.e.: loss of secondary psychotic 
signs and superficially unobservable, but dis- 
coverable, primary signs formed a contin- 
gent that increased the weighted measur- 
able satisfactory results to the level of 30%. 
Those patients in whom ostensible improve- 
ment could not be satisfactorily measured 
were not rated as showing improvement 
whatsoever. Four per cent became definitely 
worse. 

Close study disclosed that the majority 
(96% ) of the improvements sprung from 
chronic schizophrenics of a particular type, 
and that 100% of those who became worse 
also possessed highly identifiable character- 
istics. The former almost uniformly mani- 
fested marked autism, lethargy, catatonic 
and anergic manifestations, poor motivation 
and minimum overall energy levels; they 
were not necessarily, however, nonreactive, 
and all classic subtypes, i.e., catatonics, he- 
bephrenics, paranoids, etc., were included. 
Since their low energy expenditure was the 
principal characteristic of this group, and 
the literature fails to reveal this specific 
syndrome, we have dubbed this group “hypo- 
dynamic.” The latter type presented, ob- 
versely, evident but disjointed motivation, 
projection, frequent psychomotor compo- 
nents and high energy levels. We have dub- 
bed this group “hyperdynamic.” 

The following two case histories _illus- 
trate these types: 


Typical hypodynamic schizophrenic: 


W.H.M., white, 34-year-old male. No siblings. 
IQ 162 (tested at college, age 20). Prepsychotic 
personality: quiet, self-effacing, humorous, a good 
mixer, with many friends, popular, but a follower, 
not a leader. Not inclined to sports. Several girl 
friends. Married. On completion of engineering 
degree in electronics, joined large firm as radar 
technician and designer (thus deferred from imme- 
diate draft). Married life compatible. One son, 
now 9 years old. Ten years ago began having 
“moody” spells, two years later after short period 
of irritability at home and work became “depressed,” 
had two or three fainting spells, complained of ‘“‘los- 
ing his thoughts.” Was admitted to private hospital 
and soon transferred to Marcy State Hospital (in 
1953) in catatonic stupor. Moderate improvement 


after ECT with relapse into catatonia after two 
months, 


Following sixty-nine deep insulin comas 
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was ambulatory and in partial contact for six 
months, then relapsed. No change on reserpine, 
partial improvement on chlorpromazine, but re- 
lapsed into catatonic state from 1957 to 1959. Early 
in this last year, following phenyltoloxamine injec- 
tions, had a dramatic improvement which lasted two 
months. Prior to this he had not responded to ECT, 
prochlorperazine or trifluoperazine, and, for the last 
three months of 1958, required tube-feedings about 
twice a week. He showed waxy flexibility and was 
practically non-responsive. Piaced on injectable car- 
phenazine in August 1959, he soon became able to 
feed himself under supervision and take medication 
orally. His therapeutic dose was established as 200 
mg. q.i.d., at which level he developed extrapyrami- 
dal manifestations controlled by ethopropazine. Ran- 
dom administration of placebos showed correlation 
of psychic improvement with carphenazine. By No- 
vember 1959 patient was fully ambulatory, partially 
motivated and had an honor card; his reality con- 
tact improved to the point that he was allowed to 
go home by himself, by bus, from Marcy to Albany, 
his residence. Early in 1960 he was put to work in 
the electronic laboratory of the Marcy Division of 
Research. Psychological testing in June 1960 
showed IQ 154 and only residual schizophrenic indi- 
cators in the Rohrschach and TAT. Is at present 
enrolled in college for refresher courses in elec- 
tronics and has been offered a position as instructor 
in a regional college. His maintenance dose is 75 
mg. carphenazine q.i.d. Ethopropazine is no longer 
needed. 


Typical hyperdynamic schizophrenic: 


D.G.L., white, 26-year-old single male. No sib- 
lings. Good mixer, jolly, a leader in entertainment 
before psychotic breakdown in 1950, characterized 
by persecutory delusion, some halliucinosis and many 
compulsions. Apparently complete remission after 
ICT. Graduated from high school and went to work, 
but in 1955 began expressing paranoid delusions of 
bizarre nature. Reality contact decreased and com- 
pulsions increased proportionately until he became 
unable to work in 1956, when he was hospitalized at 
Marcy State Hospital. Continued delusional, com- 
pulsive, overactive and in poor contact—with few 
episodes of brooding—in spite of additional ECT, 
ICT, chlorpromazine and prochlorperazine until Jan- 
uary 1960 when carphenazine was administered un- 
der usual investigational controlled technique, both 
orally and parenterally, randomly alternated with 
analogous placebos. In each case of carphenazine 
administration he became progressively more rest- 
less, delusional and, to a remarkable degree, com- 
pulsive. He did not exhibit side-effects at any dos- 
age, but psychotic activation became evident after 
a week on doses as low as 25 mg. q.i.d. 


The data, thus far, from a therapeutic 
standpoint, shows this particular drug is not 
especially a “tranquilizer,” although it has 
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some somnigenic side-effects. Although a 
few of our hyperdynamic schizophrenics 
have eventually improved on carphenazine, 
one must conclude, that this occurs infre- 
quently and that the drug is best employed 
as a motivational, activating antipsychotic 
drug, and not for sedation or “tranquiliza- 
tion.” As we have described elsewhere, it is 
of considerable interest that fluphenazine 
shows marked activity in hyperdynamic pa- 
tients, and far less in those where carphena- 
zine is effective. 


Carphenazine has not shown either liver 
damage or impairment of homopoietic func- 
tion. Doses as high as 800 mg. q.i.d. for 
two months have been given without ill-ef- 
fects. It does not impair antibody mecha- 
nisms and need not be withdrawn during in- 
tercurrent infections. Of verifiable side-ef- 
fects, somnigenic action is the most frequent, 
with CNS manifestations following, and pos- 
tural hypotension, constipation, amenorrhea 
and dermatitis occurring infrequently. 


Because of their characteristics, and the 
need for specific measures, CNS reactions 
require special description. Extrapyramidal 
symptoms may occur with high doses (above 
200 mg. OD). The incidence is about 8% 
and most present typical rigidity and facial 
stiffness. Akathisic manifestations are rare 
but may be seen in patients sensitized to 
other phenothiazines. These extrapyramidal 
symptoms respond to concomitant antipar- 
kinsonian drugs. 


We have isolated a special form of CNS 
reaction which we termed “capsular,” sig- 
nifying our feeling that these symptoms were 
due to centroencephalic, but not central-nu- 
clei type, disturbances. The “capsular” syn- 
drome is characterized by intense subjective 
discomfort, tension, agitation, insomnia, and 
autonomic disturbances such as _ pallor, 
sweating and cold extremities without hypo- 
tension or pulse disturbances. Capsular re- 
actions, contrary to extrapyramidal ones, oc- 
cur predominantly at low doses, sometimes 
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minimal ones, and do not respond, or re- 
spond very poorly, to antiparkinsonian 
drugs. They yield readily to oral or paren- 
teral caffeine, and, most intriguingly, dis- 
appear spontaneously after a few weeks. 

Gradual and progressive administration of 
carphenazine is the answer to avoiding the 
majority of side-effects. At present we 
strongly favor the administration of 12.5 
mg. to 25 mg. q.i. as a starter, this dose 
being increased every two or three weeks by 
12.5 mg. to 25 mg. per dose. After 50 mg. 
q.id. has been reached, dosage may be dou- 
bled or increased by 550 mg./dose incre- 
ments, The minimum effective dose (MED) 
is 75 mg. OD; the average therapeutic dose 
(ATD) is 150 mg. OD, and the maximum 
useful dose (MUD) 600 mg. OD, fractionally 
administered preferably q.i.d. 

One patient, a 43-year-old schizophrenic, 
attempted suicide with this drug. He in- 
gested 5 gm. of carphenazine. There was 
slight emesis but most of the drug was ab- 
sorbed. Blood pressure 64/30, pulse thready 
at 140 ppm. Caffeine-sodium benzoate was 
administered q. 3 h. i.m. at a dose of 15 
grains initially and 72 grains subsequently. 
Air passages were kept clear. Recovery was 
completed in 48 hours. Caffeine is the best 
antidote presently available. 


Summary 


Controlled clinical evaluation of 809 pa- 
tients shows Proketazine (carphenazine) to 
be a very effective drug for a particular type 
of chronic schizophrenia, dubbed ‘“hypody- 
namic,” which is described. The favorable 
therapeutic result in the general chronic 
schizophrenic group is significantly larger 
and more clear-cut than with other pheno- 
thiazines. Side effects were not a major 
problem. A special type of CNS reaction is 
described. Toxicity was not encountered. 
Drug control of side effects and antidotes 
is described, and a practical method of ad- 
ministration, with comprehensive and illus- 
trative dosage ranges is suggested. 
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Discussion of Paper on Proketazine 


JAMES A. PAGE, M.B. 


In assessing the results of a particular study on a 
new agent, it may be useful to compare these find- 
ings with an analysis of the whole data. During 
the course of the investigations carried out on car- 
phenazine, numerous researchers studied the com- 
pound in several different clinical situations and em- 
ployed a variety of experimental technics to arrive 
at their individual conclusions. 


The research program, both basic and applied, 
concerned with development of carphenazine, had 
been directed toward discovering a compound of 
greatest utility in the treatment of “hard core” 
schizophrenic patients. It was felt that the old 
medical adage—that optimal therapeutic utility need 
not be attended by high side reactivity—held true 
in relation to the phenothiazine compounds. Ideally, 
an ataractic agent of the phenothiazine series should 
exert a therapeutic action of optimum intensity in 
a dosage associated with an absolute minimum of 
side effects. The whole development of the pheno- 
thiazine derivatives amply demonstrates that re- 
search in this area has been directed toward such 
an objective. 

Chlorpromazine was the first of the series to be 
widely employed in the management of psychosis. 
It had its disadvantages, which consisted not only 
of extrapyramidal side effects but also toxicity. 
Toxicity, specifically the production of jaundice and 
agranulocytosis, appeared to be unrelated to dos- 
age. Chlorpromazine was essentially sedative in 
nature, and relatively large milligram dosages were 
required to obtain optimal effects in the manage- 
ment of schizophrenia. 


The advent of the piperazinyl derivatives of phe- 
nothiazine afforded higher potency compounds, as 
measured by milligrams of raw material required 
to produce a therapeutic effect, with less sedation 
and very low toxicity. However, such changes were 
not obtained without price; namely, increased in- 
cidence of extrapyramidal reactions, particularly a 
commoner occurrence of dystonic effects, which in 
some cases were fatal and in all instances were 
unpleasant. 

The studies of carphenazine have been directed 
primarily toward management of those hapless in- 
dividuals who form the major part of the institu- 
tionalized population—the chronic, regressed schiz- 
ophrenics. In these studies schizophrenia was de- 
fined as chronic if the patient exhibited continuous 
overt symptomatology with regression, withdrawal, 
mutism, apathy, bizarre posturing, seclusiveness, 
blocking of speech, illogical thinking, delusions or 
hallucinations of more than three years’ duration. 
Included in some of these studies, of course, were 
chronic schizophrenics who were experiencing an 
acute exacerbation of their illness, as well as some 


acute schizophrenics suffering a primary break- 
down. 

Investigators were encouraged to code their pa- 
tients, whenever possible, according to the new 
nomenclature recommended by the Diagnostic and 
Statistical Manual of Mental Disorders, published 
by the American Psychiatric Association in 1952. 
From the individual case data submitted, the fol- 
lowing total subgroups of chronic schizophrenic re- 
actions were included: 


Chronic undifferentiated 107 


Of these patients, 538 met the criteria for chronic 
regressed schizophrenia of grade 3 or grade 4 type. 
It is well to remember, in considering the results of 
treatment with carphenazine, that this group rep- 
resents the hard core of the population in our state 
mental institutions. Many of them have received 
numerous drugs in the past with little or no benefit, 
and certainly without obtaining a “social remis- 
sion.” 

Figure 1 shows the overall clinical response in 
this group, as well as the percentages in whom a 
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Fig. 1. Response of chronic regressed schizophren- 
ics to Carphenazine. 
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Fig. 2. Effect of mean daily dose of Carphenazine 
on response of chronic schizophrenics. 
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Fig. 3. Effect of duration of treatment with Car- 
phenazine on per cent of chronic schizophrenics im- 
proved. 


sufficiently favorable therapeutic response had been 
obtained to merit consideration for discharge, when 
possible, or convalescent care. Of particular inter- 
est is the pronounced change shown in 50 per cent 
of the paranoid, chronic undifferentiated and unspe- 
cified groups. This suggests that the unspecified 
group contained a number of paranoid and chronic 
undifferentiated schizophrenics. 

An analysis of the average effective Caily dosage 
of carphenazine in this patient population (Figure 
2) shows that the average dosage lies between 100 
and 150 mg. a day. Some of the patients did re- 
ceive doses as high as 200 mg. four times a day. 
The significance of the fact that the average daily 
dose is much iower than the high level dose—800 
mg. a day—is understood when the response to 
therapy over a prolonged period of medication and 
the occurrence of extrapyramidal effects are con- 
sidered. 
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Optimal results of therapy with carphenazine in 
this group of patients will not be obtained unless 
treatment is continued for at least twelve weeks. 
The exception is the group of patients who have 
chronic undifferentiated schizophrenia (Figure 3). 

An analysis of the percentage incidence of re- 
sponse to the drug in relation to sex and to side ef- 
fects (Figure 4) indicates that a therapeutic re- 
sponse occurred in a higher percentage of female 
than in male patients. This coincides with the ex- 
perience in all past investigations of other pheno- 
thiazine compounds. 


CARPHENAZINE 


EXTRAPYRAMIDAL PERIPHERAL 
IMPROVEMENT SYMPTOMS SIDE EFFECTS 


PERCENT. INCIDENCE 


M F M F 


Fig. 4. Sex differences in response and incidence 
of side effects. 


M F 


Extrapyramidal reactions occurred in 13 per cent 
of the total group. The higher incidence of extra- 
pyramidal symptoms in the male population is un- 
usual and is Statistically significant. The higher 
percentage of therapeutic response coupled with a 
lower incidence of extrapyramidal symptoms in the 
female patients tends to support Goldman’s findings 
in his presentation at the symposium in Montreal 
on “Neuroleptics and Extrapyramidal Effects.’’* 
Using discharge rates as his criteria, Goldman 
demonstrated that no higher rate of improvement 
was obtained with any phenothiazine agent in the 
patients who exhibited extrapyramidal symptoms 
during the course of treatment than in those who 
did not. 

Peripheral side effects included: drowsiness or 
dizziness, weakness or faintness; agitation, assault- 
iveness, anxiety, restlessness, insomnia, increased 
tension; anorexia, nausea, vomiting and other gas- 
trointestinal disturbances; puffy eyes, mild hypoten- 
sion, blurred vision, dry mouth, and rash. These 
occurred in 10 per cent. It is of interest that the 
incidence of such reactions was the same in both 
male and female patients. 


*Third World Congress of Psychiatry, Montreal, 
Canada, June 4-10, 1961, held under the auspices of 
the Canadian Psychiatric Assn. and McGill Uni- 
versity. 
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BALDPATE, Inc. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy. Milieu-therapy under 
direction of trained occupational and recreational therapists. 
Accredited by Joint Commission on Accreditation of Hospitals 


HARRY C. SOLOMON, M.D. PATRICK J. QUIRKE, M.D. 
Consulting Psychiatrist Medical Superintendent 


DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


Specializing in Psycho-Therapy, and Physiological therapies includ- 


ing: 
© Insulin Shock © Electro-Narcosis 
2628 S. PRAIRIE AVE. © Electro-Shock © Out Patient Shock Therapy 
CHICAGO Available 
Phone VIctory 2-1650 ALCOHOLISM Treated by Comprehensive Medical- 
J. DENNIS FREUND, M.D. 
Medical Director Psychiatric Methods. 


BEVERLY HILLS CLINIC and SANITARIUM 


210 N. Westmoreland Avenue WHitehall 3-4651 
Dallas 11, Texas 


A private clinic and hospital for nervous and mental diseases both for in-patients and out-patients 

7s a homelike environment with separate building units and special cottages—air-con- 
oned. 

A complete neuropsychiatric diagnostic and treatment center including a department of psychol- 

ogy—encephalography—clinical laboratory and X-ray—psychotherapy—electroshock and insulin 

coma therapy, as well as psycho-surgery. 


ARTHUR J. SCHWENKENBERG, M.D. FRED H. JORDAN, M.D. 

JOSEPH L. KNAPP, M.D. HENRY P. HARE, JR., M.D. 

JACKSON H. SPEEGLE, M.D. LUDLOW M. PENCE, M.D. 
Neurology Psychiatry 


A NEUROPSYCHIATRIC FOUNDATION 
THE 


ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of psychoneuroses, psychosomatic disorders, alcoholism, and the other neurologic 
and psychiatric problems. Occupational therapy and recreational activities directed by 


trained personnel. 
OCONOMOWOC, WISCONSIN 
PHONE LOGAN 7-5535 


EUGENE FRANK, M.D. OWEN OTTO, M.D. LEROY A. WAUCK, PH.D. 
WILLIAM C. JANSSEN Medical Director Clinical Psychologist 
LOREN J. DRISCOLL, M.D. JOSEF A. KINDWALL, M.D. 


Consultant 


| 
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Saint Joseph Sanitarium 
(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 


or phone 3-8291 for information 


Mild Mental and Nervous Cases 
also 


Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 


50 BEDS HILLCREST HOSPITAL 1905 


(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


Dr. Joseph Epstein, F.A.P.A. 
I N E W O O D Dr. Louis Wender, F.A.P.A. ee ae 
DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 


Westchester County - Route 100 - Katonah, N. Y. - Tel.: Central 2-3155 


A competent sixty bed hospital, psychoanalytically oriented but using multi-disciplinary approach. 
Patients admitted for ‘‘short-term’’ therapy or more prolonged study. Additional facilities for 
0.P.D., Day Center Therapy and consultation. Weekly clinical conferences open to the profession. 
A.P.A. members may receive staff privileges and treat their own patients. 


New York City Offices 
DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 4-3700 
DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 


FAIR OAKS 


INCORPORATED 
SUMMIT, NEW JERSEY 


A fully approved Hospital for intensive treatment and management of 
problems in Neuropsychiatry 


OSCAR ROZETT, M.D. THOMAS R. PROUT, JR. 
Medical Director Administrator 
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SANITARIA DIRECTORY 


The institutions listed below are among the finest private sanitaria in the United States. 
They offer private, individual specialized care to the patient. 


BALDPATE, INC. 


GEORGETOWN, MASSACHUSETTS 


HALL-BROOKE 


GREEN FARMS, CONN. 


BEVERLY HILLS CLINIC AND 
SANITARIUM 


DALLAS 11, TEXAS 


HILLCREST HOSPITAL 
(formerly The Retreat, Inc.) 


DES MOINES 12, IOWA 


™ 


ELMLAWN (The Wilgus Sanitarium) 


ROCKFORD, ILLINOIS 


PINEWOOD 


KATONAH, NEW YORK 


FAIR OAKS 


SUMMIT, NEW JERSEY 


RING SANATORIUM 


ARLINGTON, MASSACHUSETTS 


FAIRVIEW SANITARIUM 


CHICAGO, ILLINOIS 


ROGERS MEMORIAL HOSPITAL 


OCONOMOWOC, WISCONSIN 


FOREST SANITARIUM 


DES PLAINES, ILLINOIS 


ST. CLAIR HOSPITAL 


DETROIT 14, MICHIGAN 


GLENSIDE 


BOSTON 30, MASSACHUSETTS 


ST. JOSEPH SANITARIUM 


DUBUQUE, IOWA 
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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
and Effective 


for the tense and 
nervous patient 


| simple dosage schedule relieves anxiety 
dependably — without altering 
sexual function 

2. does not produce ataxia 


-} no cumulative effects in long-term therapy 


{ does not produce Parkinson-like symptoms, 
liver damage or agranulocytosis 


~ does not muddle the mind or affect 
normal behavior 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated Th ig ® 


tablets; bottles of 50. Also as MEPROTABS®-400 mg. i 
unmarked, coated tablets; and in sustained-release f : ® 
capsules as MEPROSPAN®-400 and MEPROSPAN®-200 4 \ 


{containing respectively 400 mg. and 200 mg. meprobamate). 
meprobamate (Wallace) 


(ify WALLACE LABORATORIES / Cranbury, N. J. 


CM-5534 
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